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Editorials 


GOVERNMENT MEDICINE AT WORK 


I visited the State of New Mexico, I went 
to Hot Springs. [ saw a hospital that cost 


$2,500,000 accommodating 90 crippled children, 


built out of Government money. Yet there was 


‘not a single orthopedic surgeon in the State of 


New Mexico to take care of those crippled chil- 
dren. So they import an orthopedic surgeon two 
mornings a week from El Paso, Tex., on a salary 
larger than that paid to the Governor of New 
Mexico in order to take care of 90 children in a 
hospital in a town of three or four hundred 
people in the State of New Mexico. That is Gov- 


ernment medicine.—D*, Morris Fishbein. 





DR. HUGH CABOT: HIS MANNERS 
AND THOUGHT 

The general pillorying of physicians in the 
public press which has been conducted with 
increasing acerbity in the last ten years by 
various persons pretending an interest in the 
little man reaches its most disgusting levels when 
it comes from within our ranks, Dr. Hugh 
Cabot, recently of the Mayo Clinic, aired his 
opinions on prepaid group practice (with the 
assistance of a special writer) in the April, 1940, 
issue of The American Magazine under the 
pungent title, “Give the Patient a Break.” So 
prominent is the name of Cabot in American 
history, so exciting is the title of the article, 
so utopian is the promise of his wishful thinking 
that the article is condensed in the September 
issue of The Reader’s Digest. Since this publi- 
cation reaches a multitude of casual readers the 
remarks as presented in it are the basis for this 
criticism. 

Dr, Cabot opens with a reference to the big 
fees he made in his private practice thirty years 
ago. He infers that that sort of thing is all 
wrong now. The clinic is the thing. He has 
been in a clinic—one which was assisted in 
making itself great by charging large fees to 
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those who could pay them. Prior to this clinical 
service he was attached to a state institution 
which provided graded-cost service. A practical 
idealist with a well-to-do background, with a 
desire to renounce big fees, and with an evan- 
gelistic fervor for prepayment clinics could have 
found many places in the nation where such an 
institution could have been started among people 
of deserving means. The “organized medicine” 
Dr. Cabot belittles does not deny him this privi- 
lege. If he could show that such a place could 
operate efficiently without such destructive 
appeals to prejudice and ignorance as that article 


entitled “Give the Patient a Break” he would 


have many imitators. 

Doctor Cabot’s lack of experience in general 
practice doubtless makes it hard for him to 
appreciate the abilities of the general practitioner 
and his lack of frequent need for specialists to 
assist him in the care of his patients. The dis- 
tinguished Doctor pulls an old rabbit out of the 
files when he discusses failures in diagnosis 
because of a lack of laboratory machinery in the 
hands of the general practitioner. The diagnosis 
of the case he quotes would be obvious to a senior 
medical student—the student is no specialist and 
is trained to observe and think before he consults 
a laboratory. In making much of the costs for 
laboratory work, much of which is made neces- 
sary by laziness or hurry, Doctor Cabot makes 
a typical specialist’s error. 

His next breach of good-thinking and of ordi- 
nary manners is in discussing would-be special- 
ists. He infers that anyone may label himself a 
specialist and thus passes entirely over the work 
of the American Boards and other well consti- 
tuted groups which have set up standards for the 
measurement of a specialist. He hauls out the 
dirty wash for many years back and assails fee- 
splitting as a sin of private practice. He ignores 
the fact that a desire to make money by improper 
means also affects some men in clinics. Should 
he now attach himself to the sort of a clinic 
he espouses he will appear to have taken an 
underhanded method to establish. a financial 
advantage for himself. 

Doctor Hugh Cabot has done the profession 
which reflected his glory an unmannerly, loose- 
thinking disservice in allowing such an interview 
to be circulated in print. 
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THE HOME A FERTILE FIELD FOR 
SERIOUS ACCIDENTS 


If we are to believe current statistics, the man 
who for years refused to ride in an automobile 
because he insisted they were “dangerous con- 
traptions” was laboring under a delusion. By 
remaining at home, he would have been no safer. 
Over one-half the total number of all injuries 
recorded in 1939 occurred in the home, while 
home deaths accounted for one-third of the 
93,000 total fatal accidents. 

Figures would indicate that it is safer from 
the standpoint of remaining in the dwelling and 
its immediate environs to live in the country 
than the city, for only 6.8 per cent of all farm 
deaths occur in the house proper or adjoining 
shed. Compare this with the 34 per cent. average 
of home deaths in general. To be safe, go to 
the country and stay in the house! 

In 1939 the home accident death toll increased 
by 500 over the previous year. This was in 
accordance with the general trend of the past 
ten years, throughout which the home accident 
curve has gone upward. During 1939 the home 
was the scene of nearly as many accidental deaths 
as the highway, motor vehicle deaths numbering 
32,600, only 600 more than the home death total. 
This was the only major group to show a signifi- 
cant increase over the previous year. Injuries in 
the home totalled 4,700,000 of which some 
140,000 resulted in permanent disability. 

While the present 1940 figures are merely 
indicative, the total of home deaths for the first 
six months was 16,900 or 6 per cent. above 1939. 
Home accident deaths in June of 1940 were 12 
per cent. more numerous than last year. Fatal 
falls, poisoning and suffocation rose sharply, but 
burns and firearms deaths decreased. 

Insurance estimates place the total cost of 
home accidents in 1939 as $600,000,000, which 
sum would cover wage loss, medical expense and 
the overhead costs of insurance. This was exclu- 
sive of the property loss of $100,000,000 in home 
fires. 

Having learned that we are safer in the farm 
than the city home, we are informed from the 
National Safety Council’s study of 4,602 persons 
hospitalized because of home accidents that the 
yard is the most dangerous spot, since nearly 
one-fourth of the accidents occur here. Inside 
the house, the kitchen takes the fatality honors, 
for it is the scene of about one-sixth of the 4,602 
accidents. Honors for second place are almost 
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evenly divided between the living room and bed- 
room. Inside and outside stairs accounted for 
an additional one-fourth of the accident toll, 
while the basement proved to be none too safe 
a spot. 

What types of accident are most prevalent in 
the home? Of a total of 32,000 fatalities re- 
corded in 1939, falls caused 16,100; burns, con- 
flagrations and explosions, 5,600; poisonings, 
1,400; firearms, 1,350; mechanical suffocation, 
1,050; poisonous gas, 900; while other home 
accidents were responsible for 5,600. 

In a more detailed analysis of the 4,602 cases 
studied by the National Safety Council, the fol- 
lowing list of causes was tabulated: 


BGS Gib RUN oo. c's ogc ceca eee cigs oie ae ein eck 1,029 
ee Ol HONGEW erie eo cies cae Uacinae cabo cuwdeied oxelone cst 285 
alist oe: walls: oF @rOUnds | «GHEE as clliwelidelcdWadendte 257 
From: other ovwtaide. elevation. «'ss.6.0.0.00 6 s0.500-c00ce%eceees 413 
PEG SOG: Sai hew nee es ee CRu Ne OR eee oe eds Mestre cowie eres 6 93 
Wears ORNS 6 id AEs ds SECIS He 66 
Ursa: SCAR. CRNIOM ONG 6.5 5hs'5 di-« ce 36 6 69 50 Hab 30 8a > ele 391 
Stepping on or striking against object................00- 298 
Struck by flying, falling objects............6.s0else Role 191 
CRE Oi ORME a. 5 4d <4 p65 Ccatain amen dae eitorcsaw ee waa 150 
TRSNOUMe, Tt, (COLUYUID «665.0160 o als sec RmteKrndeees 149 
i EAS Te SUMS Oe Pe pence eccceeccccrerene 127—77 through food 
WO WRNON.. bo 0. ¢0:60)0s. 1.0 s0a hay ribose 4 slat bh saceeterases 70 
i Ce Se I oo. cps oe cad eateceeeauncedes 56 
pO RN OE LO a aeieel CS AR ee rere ee ere re ir ee 38 
Pemmietiag!, AUROCARON 6 5.4.4:656: 5 sca ayes esses dush andes om 24 
MRR EY es IN oie vot oie Boga kaec wen cep ewer eonuenes 19 
ME Ne idle g adion ecie ewe cine CURR aS CTe ane CeO RETA 179 


From the preventive point of view, it would 
seem that eliminating danger from falling in 
the home should be considered first, with the 
installation of safety devices to prevent burns 
running a close second. In 1939, deaths by 
burns, which account for one-sixth of all home 
accident fatalities, were up 6 per cent. 

Of home accidents to Travelers’ policyholders, 
19 per cent. were caused by slipping on loose 
rugs, stumbling over toys, etc. There may be 
educational value in teaching Junior to pick 
up his toys, but from the standpoint of safety 
it pays enormous dividends. Highly polished 
floors adorned with scatter rugs may be the pride 
of the hostess, but they are anathema to the 
guest unfamiliar with their placing who gets a 
twisted ankle or broken leg from a nasty slide. 

Outside falls occurred chiefly from steps or 
ladders. And while we are on the subject of 
falls, getting on and off porches may not be so 
simple as it sounds. Do you own a beautiful 
old home of which you are proud? It might be 
well to take a look some day to be sure the 
cement or stone steps have not sunk a fatal inch 
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or two from their original position. You may 
save yourself embarrassment—or a lawsuit. 
“Well, I never expected to fall for you,” was the 
none too gracious remark of one flustered dinner 
guest, who had just taken a hasty tumble nego- 
tiating the misjudged distance from the front 
steps to the porch of her host’s home. 

Who is the most endangered in the home? 
National Safety News gives the following infor- 
mation : 


1939 1922-39 

rate changes 
RS Os aad woneuelcacuaen een uate 66.8 —17% 
PRS SERN S oe a dtesee dl Cas oee cee ee ela —37% 
SED) MOUs «beet 4 4s siden es eamesne dn dte8 49.8 — 1% 
Fe TE OT Tee Teer Te 49.2 —14% 
GROG WOR cs cic Clee ck ete lr Cee teuces 88.0 + 6% 
G5 1, ated TOC: « is cla stdindd < HS) ) . Saitaems- 332.1 +28% 


Accident fatalities in 1938 took the lives of 
16,300 persons 65 and over, more than half the 
all-age total. Burns caused from one-fifth to 
one-third of the fatalities in the age-group under 
65, but only 8 per cent. of the total for older 
people. Over 81 per cent. of the falls occurred 
in the 65-and-over group. One-fifth of the deaths 
of children under 5 were due to suffocation, prin- 
cipally smothering by bedclothes. 

These figures are borne out by National Safety 
Council figures just released. The latest year for 
which detailed figures are available is 1938. The 
results are shown in the following table: 


DEATHS FROM HOME ACCIDENTS BY TYPE 
AND AGE 
1938 Details by Age Group 
0-4 5-14 15-24 25-64 65 and 
Allages years years years years over 
Wotal ise. Hsiind 3 31,500 5,100 1,900 1,500 6,700 16,300 
Wels ds.0 <akeeshias = 15,900 400 300 200 1,800 13,200 
Burns, conflagration 
and explosion.... 5,300 1,450 650 300 1,600 1,300 
Poisonings (gas ex- 


Oe ) eee 1,650 550 100 100 700 200 
Firearms (3.66. 0006s 1,300 100 250 400 500 50 
Mechanical _ suffoca- 

Me bcheseeceas 1,100 1,050 Te ewe sees exes 
Poisonous gas...... 950 SOM UX 100 550 250 
Other home = acci- 

CME tecnccutee 5,300 1,500 550 400 1,550 1,300 


Another curious fact about home accidents is 
that burns, exclusive of those attained in confla- 
grations, were the only type of home accident in 
which more women than men were injured 
fatally. Falls off roofs, ladders, porches and 
balconies were much more frequent among men, 
as were falls down stairs. Deaths from poisonous 
gas were three times as frequent. Firearms were 
the third most important cause of mortality 
among men. 
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The medical profession has two duties in 
regard to home accidents, the first curative and 
the second preventive. It is a routine matter 
to set broken bones and treat burns, but the 
doctor comes in contact with dozens of homes 
where he can do educational work in the line 
of accident prevention. While the busy mother 
waits in the doctor’s office, an opportunity to 
scan information presented by such organizations 
as the National Safety Council might not be 
amiss. Although the work of such organizations 
is of inestimable value in making the United 
States a safer place to live in, it is rarely that 
the average citizen comes into direct, conscious 
contact with it. Consequently, every effort 
directed toward making the home a safer place 
to live in is praiseworthy. 





THE PRESIDENT AND THE 
DEMOCRATIC PROCESS 

“Even today in certain quarters there are, | 
regret to say, demands for a return of govern- 
ment to the contol of those few, who, because 
of business ability or economic omniscience, are 
supposed to be just a touch above the average 
of our citizens. As in the days of Hamilton, we 
of our generation should give them all credit 
for pure intention and high ideals. Neverthe- 
less, their type of political thinking could easily 
lead to government by selfish seekers for power 
and riches and glory.” 

Thus spoke President Roosevelt, September 
20, 1940, on the occasion of his receiving an 
honorary degree of Doctor of Laws from the 
University of Pennsylvania. To a body of trou- 
bled physicians these words are interesting. We 
have been inclined to suspect that the govern- 
ment of the practice of medicine was about to 
be strongly influenced by certain individuals with 
social omniscience and governmental position— 
individuals who are “selfish seekers for power” 
and “who are supposed to be just a touch above 
the average —.” We would like to feel that the 
studied thought of the physicians throughout 
the nation, from the mightiest specialist or 
society president in the land down to the 
humblest practitioner of town or country was 
represented and considered before any new 
policy regarding practice was set up in Wash- 
ington. Taken as a whole the physicians of the 
nation are quite representative of all its citi- 
zenry. They are indeed as closely acquainted 
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with the desires and needs of the citizens as 
are the people’s elected representatives. With 
improved modes of travel the citizen more than 
ever has his “choice” among physicians even as 
he elects among far removed politicians, His 
choice in the first instance considers what he is 
going to get for what he pays. The bill is plain 
and direct and the citizen is quickly enabled to 
measure his choice. In the second instance his 
control is more remote and delayed. He is not 
so sure what he wants or how he ought to be 
treated. And finally if the bill (tax) is long 
deferred, as on an attractive installment plan, 
or paid indirectly with his food, clothes and in 
salary deductions or withheld raises he may be 
several years in correctly appraising the services 
and opinions of the politician he elects. By and 
large the citizen comes to measure what he 
receives from any source by what it costs him— 
not by how much he originally believed he 
wanted it. He often feels he has “paid too much 
for his whistle.” 

The President referred in his Philadelphia 
address to Benjamin Franklin—to Franklin’s 
realization that “while basic principles of natural 
science, of morality, and of the science of society 
were eternal and immutable, the application of 
these principles necessarily change with the pat- 
tern of living conditions from generation to gen- 
eration.” Insofar as the “aggregate” on farms, 
in factories and elsewhere understand these 
abstract matters they probably agree with Mr. 
Franklin and Mr. Roosevelt who went on to say 
“Eternal truths will be neither true nor eternal 
unless they have fresh meaning for every new 
social situation.” 

These remarks were particularly directed 
toward considerations of an economic system the 
ailments of which have not changed much in 
ten years. A great deal of tonic treatment has 
been administered but the bill has not been 
presented. The treatment has been fairly suc- 
cessful in restraining “selfish seekers for money” 
who would desire to continue certain devices in 
the economic system for their own interest. 
Much has been made of this accomplishment and 
physicians and all other citizens endorse it. But 
“selfish seekers for glory” have been created by 
the dozen. Largely they are politicians urging 
social welfare experiments with the backing of 
persons who feel that they are more than “a 
touch above the average” in a knowledge of 
what will help the public interest. 
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If there is a politician on the horizon who 
can distinguish between measures to improve the 
economic system and satellite European-model 
devices to attract unreasoned political enthusi- 
asm we should vote for him. 





REQUIESCAT IN PACE 
WILLIAM ALLEN PUSEY 

In the proud fullness of years and achievement 
William Allen Pusey passed into the Great Be- 
yond on August 29. He had practiced medicine 
for 51 years. 

Of Dr. Pusey it may be written without apol- 
ogy that he was truly 74 years young yet wise. 
Until the last he retained that gift of prophecy 
which had enabled him so often during his 
decades of research, practice and experimentation 
to cull the wheat from the chaff in the threshing 
out of new fields. 

Consequently Pusey’s pioneering, though often 
quite revolutionary, was of rare excellence. One 
of the great dermatologists and syphilologists, his 
studies and application of the Roentgen ray and 
other avenues of electro-therapy were outstand- 
ing. He discovered many new uses for this new 
therapy in the earlier days of its recognition. He 
was the first to employ the Roentgen Ray in leu- 
kemia and Hodgkin's disease. In the field of 
venereal disease Pusey was esteemed so highly 
that during the First World War he was attached 
to the Surgeon General’s office as chairman of 
the committee for the control of venereal dis- 
eases, a momentous concern with an army. In 
1925 he came out for sane birth control, and he 
was one of the great number of distinguished 
men of medicine who fought the Volstead Act 
from its inception, as well as one of the first to 
start a public antisyphilis campaign. 

Like every other physician worth his salt, 
Pusey could not entertain for a moment the idea 
of lay dictation or of government control of 
medicine. 

All his life Pusey crusaded for higher medical 
standards and against regimentation of the pro- 
fession and the citizenry. He was one of those 
who conducted negotiations for the establishment 
by the American Medical Association of the 
Archives of Dermatology and Syphilology (1920) 
of which until 1937 he was the editor and after 
that the editor emeritus. 

He was the descendant of Kentucky pioneers 


EDITQRIALS 289 


and Kentucky physicians. A younger brother, 
Brown Pusey, who survives him ig also a mem- 
ber of the medical profession, specializing in 
opthalmology. Their father, Robert B. Pusey, 
was a physician. Their mother’s maternal grand- 
father was Dr. John T. Hodgen of St. Louis, 
once a president of the American Medical Asso- 
ciation, a position that William Allen Pusey him- 
self held in 1923. 

Prior to that he had served as president of the 
American Dermatological Association in 1910 
after having been president of the Chicago Der- 
matological Association for three terms. He was 
president of the Chicago Medical Society, 1918- 
1919, and president of the Institute of Medicine 
of Chicago, 1926-1927. In the American Medi- 
cal Association, he served as a member of the 
House of Delegates from the Section on Derma- 
tology and Syphilology in 1910 and in 1914, and 
as a delegate from the state of Illinois from 1926 
to 1932. Elected treasurer of the American Med- 
ical Association at the Los Angeles session in 
June 1911 he served in that capacity until the St. 
Louis session of 1922. He was also chairman of 
the Section of Dermatology in 1909. 

Both the Pusey boys prepared for medicine at 
Vanderbilt University. William took his A. B. 
degree there in 1885 and his M. A. in 1886, as 
well as election to Phi Beta Kappa. He took his 
M. D. degree in 1888 from the Medical Depart- 
ment of the University of the City of New York, 
and then returned to Elizabethtown, Ky., his 
birthplace and that of his wife, the former Sallie 
Cunningham, to practice medicine. He stayed 
there five years. After the death of his father, 
“Cousin Will” as the whole county called him, 
spent much time doing postgraduate work in 
New York and in Europe. In 1893 he came to 
Chicago to specialize in diseases of the skin. He 
was made professor of dermatology in the Uni- 
versity of Illinois College of Physicians and Sur- 
geons in 1894, holding that position until 1915, 
at which time he became professor emeritus. 

He belonged to many scientific and other 
learned organizations, and was of a decidedly 
literary turn of mind. . 

In scientific organizations Dr. Pusey’s mem- 
berships included the Chicago Pathological So- 
ciety, the Chicago Roentgenological Society, the 
Japanese, Czechoslovakian, British, Viennese and 
Danish Dermatological societies, and the Der- 
matological Section of the Royal Society of 
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London. His work as an educator in medical 
science brought him the honorary degree LL.D. 
University of New Mexico in 1925. He served 
as a member of the Commission on Medical Ed- 
ucation from 1925 to 1932. He was chairman of 
the Health Division of the Chicago Council of 
Social Agencies, a member of the Advisory Board 
of the Cook County Bureau of Public Welfare 
and a director of the Non-Partisan Voters’ 
League, a member of the Executive Committee of 
the National Research Council, a member of the 
executive committee of A Century of Progress 
Exposition in Chicago and a member of its board 
of trustees, and a director of the Rosenwald Mu- 
seum of Science and Industry for he took his 
civie duties seriously. 

Among his contributions to literature were 
many articles on the historical aspects of derma- 
tology and syphilology; innumerable articles in 
periodical literature and books on “The Roentgen 
Rays in Therapeutics and Diagnosis” (1903), 
“The Principles and Practice of Dermatology” 
(1907), “Syphilis as a Modern Problem” (1915), 
“History of Dermatology” (1932), and “History 
of Syphilis” (1933). As a hobby, he concerned 
himself particularly with colonial history related 
to the state of Kentucky. His work “The Wilder- 
ness Road to Kentucky,” published in 1921, was 
recognized as a classic contribution. He was also 
author of “A Doctor of the 1870’s and ’80’s,” 
published in 1931. His contributions addressed 
to the public included a popular work on “The 
Care of the Skin and Hair” (1912) and other 
educational works on the venereal diseases. He 
contributed to the American Mercury, Good 
Housekeeping and other leading magazines. 

Mrs. Pusey survives her husband, who was 
taken back to their birthplace, Elizabethtown, to 
be buried by the side of his parents. 

The broad and shining line of capable, patient, 
sacrificing physicians grows broader and brighter 
with the years. But it is difficult to believe that 
it might ever become so brilliant that the life and 
achievements of William Allen Pusey will not 
glow with an iridescence all their own. 





IN MEMORIAM 
CHARLES BERT REED 
The death on Sept. 3 at Sand River, Ontario, 
of Charles Bert Reed, removed from the tem- 
pestuous terrain of mortal life a skilled physi- 
cian, a rare litterateur, and a most unusual man. 
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Cuares Bert REeEp, M. D. 


Heredity had been kind to him at the outset. 
He was cradled by fame. His father the late 
Hiram V. Reed was a popular and magnetic min- 
ister of the gospel. His sister, Myrtle Reed Mc- 
Cullough, was among the most brilliant and 
popular of the novelists and fiction writers of the 
early years of this century. From her pen she 
made an immense fortune. Their brother, Earl 
H. Reed, rated and rates still as one of the great 
American etchers who achieved international 
fame. Their mother, Elizabeth Armstrong Reed 
was a highly esteemed Orientalist. She was one 
of the first few women to become a member of 
the Royal Asiatic Society of Great Britain and 
at the time of her death in 1915 was the only 
woman whose scientific findings had been ac- 
cepted by the Philosophical Society of Great 
Britain. Her books, “Persian Literature” and 
“Primitive Buddhism” were long considered 
highest authority on these subjects. Her work 
“The Bible Triumphant” was another arresting 
piece of research, thought and elucidation. She 
always said she sent it out to stem the flood of 
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esoterics that came with the opening of the 
world’s congress of religions at the Columbian 
Exposition in Chicago in 1893. She was also a 
member of the Victoria Institute and a warm 
friend (by correspondence especially) of the lead- 
ing German Egyptologist of the early Victorian 
era, Georg Ebers. 

From her Dr. Reed inherited a strong leaning 
towards literature that followed him even 
through the most arduous years of his practice. 
He was the author of 15 books on widely diverg- 
ent topics and of something more than 110 
equally diverse and often profound articles that 
appeared in magazines of varied natures, from 
the highly scientific to those of lighter vein. 

He was of course but one genius in a house 
of geniuses. The aura of the intellectuals and of 
culture hovered over every angle of his life. When 
he chose a wife he chose a woman ranking high 
in the world of music both as pianist and com- 
poser—Clare Osborne. She survives him. She is 
a native of Indiana. He was born at Harvard, 
Ills., March 1, 1866. 

Dr. Reed took his A. B. degree at the Uni- 
versity of Michigan in 1884 and his sheepskin at 
Rush Medical College in 1887. Among other 
honors that he bore with dignity and efficiency 
were these: Member of the House of Delegates 
of the American Medical Association from 1933- 
1940; and delegate at special sessions in 1935 
and 1938; President of the Illinois State Med- 
ical Society, 1935-36; Chicago Medical Society, 
1929-30; Chicago Literary Club, 1914-15; Camp 
Fire Club, 1911-13; Chicago Gynecological So- 
ciety, 1909-10; Councillor Chicago Medical So- 
ciety, 1930-40; Councillor Illinois State Medical 
Society, 1936-39; Treasurer, Chicago Gynecolog- 
ical Society, 1904-09; and from 1910 to 1929; 
Fellow of the American College of Surgeons; 
American Board of Obstetrics of Gynecology; 
member of the Illinois State Medical. Society ; 
Chicago Medical Society and the American Med- 
ical Association. Chief Obstetrician to the Wes- 
ley Memorial Hospital; attending obstetrician to 
Cook County Hospital from 1902 to 1912; Pro- 
fessor of History American College of Dental 
Surgery, 1897-99; demonstrator of obstetrics 
Northwestern Medical School, 1900-1906 ; assist- 
ant of obstetrics Northwestern Medical School, 
1906-12; associate professor of Obstetrics, North- 
western Medical School, 1927-40. 

Some of his books were: Quiz Manual of His- 
tology, General and Dental; First Great Cana- 
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dian; Masters of the Wilderness with Beaver 
Club and Dream of Empire; Syllabus of Obstet- 
rical Technique; Obstetrics for Nurses; Beatifi- 
cation of the Novice; What the Expectant 
Mother Should Know; Fourway Lodge; Curse 
of Cahawba; Eleanor of Aquitaine; True Tale of 
Lady Godiva Frankly Revealed; Operative Ob- 
stetrics on Manikin; Text Book of Obstetrics 
with Especial Reference to Nursing Care. 

A partial bibliography of Reed’s writings ap- 
pears at the end of this article. Although the 
scientific world invariably paid him his meed, 
both layman and scientist rendered him keen 
tribute for his history of the Northwest Fur 
Trade and for his presentation of records of 
Canadian explorations and development. Some 
of this work was historical in treatment and 
other of it purely romantic on an_ historical 
basis. He was a born naturalist and a practical 
one from the time when as a boy of fifteen, his 
father, Rev. Hiram V. Reed, took him out on a 
camping expedition. 

His love for the wilds sent Reed on big game 
and fishing expeditions from Alaska and the ice 
flows of Hudson’s Bay to the Mexican and South 
American jungles, not forgetting a stop at the 
American northwest boundary—Washington and 
Oregon—on-the way. 

As he was a good camera-man, Reed got his 
game in all three ways,—by the gun, by the pen 
and by the lens. It was always said of him that 
what he did he did thoroughly. Gathering a 
group of congenial spirits and big game hunters 
about him, in 1909, Reed and the late Dr. Charles 
G. Fuller, and the late Emerson Hough, with 
Edward C. Carter, John T. McCutcheon and Dr. 
W. M. Thompson, formed the “Camp Fire Club 
of Chicago.” From 1911-13, Reed was its pres- 
ident. 

He was a great student of the Romantic Move- 
ment in Literature and following a search for 
its origin discovered the source of Romance 
in the Courts of Love and the extensive Love 
Fury of the Twelfth Century. 

As a man among men, and a doctor among 
doctors, Charles Bert Reed lived and yorked in 
tune with the everlasting fitness of things. His 
own record and that of his forebears are em- 
phatie evidence as to the influence of heredity. 

The following is a partial bibliography of Doc- 
tor Reed’s writings: 

A Contribution to Nuclein Therapy. 

Quiz Manual of Histology. 
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Adherent Placenta. 
Etiology of Eclampsia. 
Pyelonephritis of Pregnancy. 
Cesarean Section and Porro’s Operation. 
Treatment of Abortion. 
Deep Transverse Arrest of the Head as an In- 
dication for Forceps. 
The Relations Between Peritoneal Adhesions 
and the Functionating Uterus. 
Case of Uteral Implantation. 
Case of Funnel Pelvis with Cesarean Section. 
The Etiology of the Ischuria in Retroflexion of 
the Gravid Uterus. 
Pregnancy and Appendicitis. 
Treatment of Eclampsia. 
Case of Spontaneous Evolution. 
Rupture of Vaginal Vault. 
Persistent Mento-Posterior Positions. 
Osteomalacia. 
Criminal Abortion. 
Indications for Forceps at Cook Co, Hospital. 
Cesarean Section vs. Perforation. 
Report of Four Cases of Hydramnion. 
The Technic of Forceps. 
Pyelonephritis of Pregnancy. 
Gangrene and Eclampsia, 
Following the Fur Trail. 
A Study of the Conditions that Require the 
Removal of the Child from the Breast. 
“Pubiotomy.” 
The First Great Canadian. 
“The Alumni.” 
The Art vs, the Science of Medicine. Vale- 
dictory as President Chicago Gyne. Soc. 
Technique of Operations for Dilating the Os 
Uteri at a Near Term. 
The Child That Is To Be. 
Toxemia as a Stimulus in Literature. 
Hebosteotomy. 
Masters of the Wilderness. Pub. Chi. Hist. 
Soc. 
1. Masters of the Wilderness. 
2. The Beaver Club. 
3. A Dream of Empire. 
Inaugitral Address as President of Chicago 
Literary Club, 
Syllabus of Obstetrical Technique. 
Albrecht von Haller—Pub. Chi. Lit. Club. 
Induction of Labor in Normal Pelvis at Term. 


Contribution to the Study of “Twilight Sleep.” 
A Study of Foetal Maturity in Utero. 
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Utopia and Life. 

Obstetrics for Nurses. 2nd Ed., 3rd Ed. 

Foetal Death During Labor. 

Induction of Labor at Term. 

Obstetric Clinic. (A) Induction of Labor at 
Term. (B) Cesarean Section. 

Management of Breech Presentations. 

The Post Mature Child. 

Appreciation Dr. Friedberg. 

Induction of Labor at Term—Supplemental 
Report. 

Appreciation of Achilles Edward Davis. Inst. 
of Med. of Chicago. 

The Literary Value of Hunger. 

The Post Mature Child. 

Clopton Havers. Society of Med. Hist. 

Before and When the Baby Comes, Hygeia. 

“Duke”—A Short Story. Chi. Lit. Club. 

Prenatal Care. 

The Beatification of the Novice. 

Teaching Nursing to Student Nurses, 

What the Expectant Mother Ought to Know. 

The Four Way Lodge. 

Predatory Prince. “Outdoor America.” 

Teaching Obstetrics to Student Nurses. 

Curse of Cahawba. 

Isle of Mystery. “Outdoor America.” 

The Tragedy of Twin-Rock Pool. 

Eleanor of Aquitaine. 

Impetigo or Pyodermatitis Neonatorum. 

Inaugural Address—as Pres. of Chi. Med. Soc. 

Losing Liberty Judicially. 

Wilderness Medicine or First Aid Out of 
Doors. 

Farewell Address Chi. Med. Soc. 

A Profession Incorporated. Read to Chi. Lit. 
Club. 

Avertin Anaesthesia in Obstetrics. 

Letter to Medical Advisory Board, Public 
Health Institute. 

Letter to Tribune—Replying to the Editorial 
of Sept, 2, 1930, 

Address of Ladies’ Auxiliary. 

The True Tale of Lady Godiva Frankly Re- 
vealed. 

Four stories: 1. The Tomb of the Prophet; 2. 
The Porcelain Cup; 8, The Above Named (Lady 
Godiva; 4. The Green Plume. 

Operative Obstetrics for the Manikin. 


Manikin Practice for Midwifry Me 


The Mouth in Pregnancy. 
Advertising. 
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Dystocia from Contracted Pelvis. 

Sieur de St. Denis and Jallob his Valet de 
Chambre. Chicago Literary Club. 

The Benefits of the American Medical Asso- 
ciation. 

A Survey of the Medical Situation. 

Why the Illinois State Medical Society Is Op- 
posed to Health Insurance. 

“Meet Mr. Kelly.” 

Corporate Practice of Medicine. 

In Memoriam. Address Chicago Medical So- 
ciety. 

The Social Security Act and the Doctors. 

Undergraduate Teaching of Obstetrics. 

Predatory Prince. Revised. Chicago Literary 
Club. 

The Physicians and the Pharisees. 

Discussion of Social Security Act. 

The Obstetric Department of Wesley Memorial 
Hospital. 

Contract Practice. 

Group Hospitalization. 

Response to dinner given in honor of my 50th 
year in practice. 

Address to Chicago Bar Association. 

Revised, Amended & Enlarged Constitution & 
By-Laws of Ill. State Medical Society and wrote 
Model Constitution & By-Laws for County Med- 
ical Societies. 

Text Book of Obstetrics with Especial Refer- 
ence to Nursing Care. 


Centennial Summary of Medicine. 
The Chicago Plan and the Joint Welfare Com- 


mittee. 


As a result of widespread use of collapse therapy 
in its dual capacity as a public health instrument and 
a medium of cure, the medical personnel of the Chicago 
Municipal Tuberculosis Sanitarium have become con- 
vinced that it offers the patient his best chance and 
the community its best protection. A. J. Hruby, M.D., 
Amer. Rev. of Tuber., September, 1939. 





In a survey of conditions in 17 cement plants located 
in the various parts of the United States, it was found 
that the incidence of tuberculosis and other chronic in- 
fections of the lungs was less among the employees 
than in the general population. The manifestations of 
tuberculosis occurred in typical form and at the same 
age periods as in persons not exposed to dust by occupa- 
tion. It was concluded that prolonged inhalation of 
cement has no unfavorable influence upon susceptibility 
to tuberculous infection or upon its subsequent evolu- 
tion. Leroy U. Gardner, M.D., Jour. of Industrial 


Hyg. and Toxicology, Septemper, 1939. 
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It is to be hoped that the general accepted opinion 
that all elderly persons must cough, and that coughing 
is without danger to those about them, will soon be 
changed, and that all elderly persons with a chronic 
cough will be subjected to a physical examination as 
rigorous as if they were younger. E. R. Wiese, Amer. 
Rev. of Tuber., February, 1940. 





The prognosis of pleurisy with effusion with negative, 
doubtful or extremely slight pulmonary findings by 
X-ray is excellent if patients receive at least four 
months of sanatorium care; in fact, it is almost as 
good as the normal population in the same age group. 
Francis B. Trudeau, M.D., Amer. Rev. of Tuber., Janu- 
ary, 1939. 





Trauma cannot cause tuberculosis. Tubercle bacillus 
infection of the lung must be present to cause the dis- 
ease. Trauma, along with other factors, may then 
influence the course that the disease follows. C. E. 
Hamilton, M.D., N. Y. State Med. Jour., March, 1940. 





While stomach lavage is not practical or even neces- 
sary for universal use, no patient with clinical signs 
of tuberculosis who has negative saliva should be 
considered negative for the disease until stomach 
lavage has yielded negative results. The absence of 
tubercle bacilli in only one stomach washing does not 
necessarily signify that the disease is arrested, espe- 
cially when the collapsed lung is re-expanding. A. 
Stadnichenko, M.D., et al, Jour of Amer. Med. Assn., 
February, 1940. 





The modern concept of diagnosis of pulmonary tu- 
berculosis implies a decision as to whether or not the 
patient has a pulmonary tuberculous lesion; whether 
the lesion is healed, inactive, or active and an attempt 
to determine to what phase the lesion belongs, whether 
primary or in the stage of dissemination. Even the 
total absence of physical signs does not exclude the 
presence of a tuberculous lesion, healed or active. Ad- 
vanced disease may be diagnosed by physical examina- 
tions but they cannot be relied upon for the diagnosis 
of progressive early disease. P. O. Kayne, M. D.,, 
Pulmon. Tuber., Oxford Med. Publication, 1939. 





Protection of the staff from tuberculosis in the gen- 
eral hospital is simple but hard to initiate. Since 2 
per cent. of hospital patients are involved, exposure 
should be located promptly. Careful initial examina- 
tion of all patients admitted, with routine tuberculin 


tests followed by an X-ray of all positives is recom- 
mended. W. H. Oatway, M.D., Hosp. Management, 


October, 1939. 





I USED TO WONDER why people should be so 


fond of the company of their physician ’til I recol- 


lected that he is the only person with whom one dares 
to talk continually of oneself, without interruption, con- 


tradiction or censure—Hannah More. 
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Candidate Willkie Opposed. to 
Socialized Medicine 


Wenve ct L. Witikre 


109 Easr 4e°7" Sit HRERT 


New Yore Crry 


Golorade Syrings 


August 7, 1940 


My dear Doctor - 
You have asked my views on socialized 
medicine. I em against it. You can quote me 


any place on this. | 


Dre T. Leon Hqward 
Denver, Colorado. 


From the NEW YORK STATE JOURNAL OF MEDICINE, September 15, 1940. 
Taken from the ROCKY MOUNTAIN MEDICAL JOURNAL, September, 1940. 


The ROCKY MOUNTAIN MEDICAL JOURNAL for September, 1940, prints the 


above letter to Dr. T. Leonard Howard, of Denver, Colorado. 


This was in direct answer to a query by Dr. Howard as to the Republican candidate's 
views on state medicine. Of refreshing brevity and sincerity, the statement will be wel- 
comed thankfully by the medical profession of the nation, long weary of excessive verbiage, 
indirection, "sounding brass, and tinkling cymbals." The profession will also be glad to 
learn that the enterprising ROCKY MOUNTAIN MEDICAL JOURNAL ‘has offered the: 
Democratic candidate an equal opportunity to state his views on the same question in 
its October issue, to which statement we shall look forward with interest in the light of 
the last eight years’ experience and in apprehension of the possibilities of the next duo- 
decade. It would be interesting to know also the views of the Congressional candidates 


on this question before November—NEW YORK STATE JOURNAL OF MEDICINE, 


September, 1940. 
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MEDICAL ECONOMICS 


H. M. Camp, M. D. Edited by the Committee on Medical Economics C. H. Phifer, M. D. 

E. P. Coleman, M. D. of the C. B. Reed, M. D. 

J. H. Hutton, M. D. Illinois State Medical Society Cc. B. Ripley, M. D. 
Ralph Peairs, M. D. E. S. Hamilton, M. D., Chairman C. E. Wilkinson, M. D. 
R. K. Packard, M. D. Kankakee, Illinois W. M. Hartman, M. D. 


Address all letters and communications to the Chairman. 


Mobilization of the medical profession for 
service in the rapidly expanding army and navy, 
under the Committee on Medical Preparedness 
of the American Medical Association is the most 
important economic problem before the medical 
profession today. The history of the formation 
of this Committee has been given in the columns 
of the ILtrNo1s MepicaL JOURNAL in previous 
issues. This month we are happy to include in 
this column an article by the Chairman of the 
Illinois Committee, Dr. Harold M. Camp. This 
article should be carefully read by every member 
of the IHlinois State Medical Society, as it is most 
important that all should know exactly what is 
being done and how it may affect each individual 
physician in the state. 

Since this article was written by Dr. Camp, the 
Conscription Bill has become the law of the land, 
and we may expect many demands on our time. 
First there will be classification of the doctors of 
the state into: (1). those who can not be spared 
from their local communities, (2). those who 
can be spared with difficulty and finally, (3). 
those who can be best spared. This work is be- 
ing carried on under the guidance of the Ameri- 
can Medical Association, partially from the re- 
plies to the recently sent out questionnaires and 
partially by the State and County Preparedness 
Committees. Numerous boards will be set up as 
a result of the Conscription Bill, namely 1. a Lo- 
cal Board, 2. Medical Induction Boards (11 
members). 3. Appeal Boards. 4. Medical per- 
sonnel of State Draft Boards. All of the medical 
members of these boards will be appointed by 
the State Draft Board. At present it is under- 
stood that the members of the medical profes- 
sion on these boards will not be compensated for 
their work, the same as they were in the World 
War. 

In addition to the above there will be addi- 
tional medical men needed for sevice with the 
National Guard troops and conscripted men both 
for field work and for hospital service. The pres- 





ent plan is to call men from the Medical Reserve 
Corps as fast as they are needed. The present 
strength of this reserve is reported as around 
15,000. As members of the reserve are called to 
service attempts will be made to increase the re- 
serve by voluntary enlistment of men in the 
proper age limits, Only members of the regular 
medical profession are expected to be eligible to 
membership in the Reserve, and graduation from 
an acceptable Class A school is at present one of 
the qualifications demanded. 

In spite of great efforts on the part of the Na- 
tional and State associations, the replies from 
the medical profession in the State of Illinois is 
reported to be only slightly in excess of 60 per 
cent, at this time. Surely the first duty of 
County Committees should be to get all the mem- 
bers of their society to return their question- 
naire. 

Again it becomes our sad duty to mention 
the passing of one of the former members of this 
Committee, Dr. Charles Reed, a former Presi- 
dent of the Illinois State Medical Society. Be- 
fore he withdrew as a member of the Committee 
at his own request a few years ago, he was one 
of the most valuable members, and even after- 
wards he was always willing to give us the ad- 
vantage of his sage advice. We will all miss him. 

On September 20, there was announced a new 
Committee called the Coordinating Committee on 
Health and Medical Activities, under the Chair- 
manship of Dr. Irvin S. Abell. Included on this 
Committee are the Surgeon Generals of the 
Army, Navy and Public Health as well as Dr. 
Weed, Chairman of the National Safety Council. 
This Committee will probably be used freely in 
an advisory capacity during the coming months 
as their duties will be largely along defense lines. 
It is most encouraging that the Chairmanship 
was given to Dr. Abell, representing as he does 
organized medicine of the country. It can well 
be interpreted as an indication that organized 
medicine is being kindly considered at this time 
and we as individuals should aid in any and all 
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manners as requested, so that we can merit such 
consideration. 

The September 24th issue of Look, beginning 
on page 36 had a most informative article en- 
titled Country Doctor. It was accurate, truth- 
ful and presented the life of a country doctor in 
a kindly manner. I feel sure that the medical 
profession of the United States appreciates this 
type of article. Coming so soon after the article 
in Life referred to in our last article, one can- 
not fail to compare them, greatly to the credit of 
the Look article. 

The editorial in the tabloid, Medical Econom- 
ics, the September issue is excellent and should 
be read by all. Also the article on Physicians’ 
Incomes on page 38 is most interesting and well 
worth a few minutes careful perusal. 

We hope that this year’s Regional Conference 
will be as well attended as those last year. The 
first one is to be held at La Salle on October 3. 
A good program has been arranged, and sent to 
the doctors in that part of the state. 

E. S. Hamitton, Chairman, 
Committee on Medical Economics. 





MEDICAL PREPAREDNESS PROGRAM 


The Medical Profession does not want war, 
but, like many American citizens today, believes 
that the best way to prevent war is to be thor- 
oughly prepared, especially against invasion. 

We have all known for a long time that prop- 
agandists have been coming to North, Central 
and South America for a number of years to 
sow the insidious seeds intended no doubt to 
cause dissatisfaction among our people in these 
great countries. Democracies have fallen until 
today those remaining may be counted on the 
fingers of one hand, especially those remaining 
in major countries of the world. 

It seems quite obvious that the Conscription 
Act will be enacted into law within a short time, 
perhaps before this article appears in the ILLI- 
NoIs MepicaL JourNAL. For the first time in 
the history of the country, the Medical Profes- 
sion has been delegated some important responsi- 
bilities, and we must not fail in our efforts, or 
we may not have a similar opportunity for years 
to come. 

At the annual meeting of the American Med- 
ical Association held in June at New York City, 
a considerable portion of the time of the House 
of Delegates was taken up by consideration of 
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many resolutions pertaining to preparedness. 
Government representatives were anxious to have 
certain matters relative to medical preparedness 
brought before the House of Delegates and subse- 
quently acted upon favorably. As a result of 
these resolutions and the discussions within the 
House of Delegates, a Committee of ten to be 
known as the American Medical Association 
Committee on Medical Preparedness, was named 
during the meeting. 

The day following the closing of the A. M. A. 
Session, this Committee held its first meeting in 
Washington. The Committee asked that each 
state medical society, through its officers, submit 
the name of a member to be considered for the 
position of State Chairman for the Medical Pre- 
paredness Committee. Each State Medical So- 
ciety was asked to select a Committee to repre- 
sent the State Medical Society and to be known 
as the Committee on Medical Preparedness of 
the State Society. In Illinois, our Committee 
consists of : 

L. E. Day, Chairman of the Council, Chicago. 

J. S. Templeton, President, Pinckneyville. 

H. P. Saunders, Secretary, Chicago Medical 
Society. 

Harold M. Camp, Secretary, Monmouth. 

In order that detailed information concerning 
the 180,000 physicians of the United States could 
be on file as early as possible, the A. M. A. Com- 
mittee on Medical Preparedness asked that a 
questionnaire be sent to every physician, regard- 
less of age, type of practice, disabilities, or mem- 
bership in some army, navy, Public Health Serv- 
ice, or Reserve Organization, to be filled out and 
returned to the Committee, in care of the A. M. 
A., at once. 

The questionnaires were sent out during July 
and one month later approximately 50 per cent. 
of the questionnaires had been returned. We 
were informed that the returns from Illinois 
physicians were about 52 per cent. 

The Committee on Medical Preparedness of 
the Illinois State Medical Society, being anxious 
to see as nearly as possible 100 per cent. returns 
from Illinois, decided to send out, from the Sec- 
retary’s office, return post cards to the entire 
membership to determine the number who had 
failed to return their questionnaire, and offering 
to send a second questionnaire to all who had 
failed to return theirs, or who may have failed 
to receive one from the A. M. A. Committee. 
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Each physician’ asking for another questionnaire 
has received same promptly, and we hope that 
each member will return their questionnaire as 
soon as possible. The information contained on 
these questionnaires will not be used for any pur- 
pose other than to give the government the de- 
sired information when it is needed. 

As a part of the program under contemplation 
for preparedness in the United States, many phy- 
sicians will be needed in various capacities. In 
addition to those who may be needed as medical 
officers in the regular army, base hospitals, or 
other places where troops are being trained, 
many will be needed on local draft boards, dis- 
trict medical examining boards, and to care for 
the civilian population. One very important mat- 
ter is adequate medical care for those who are 
engaged in industry, especially where govern- 
ment contracts have been awarded and are being 
filled. 

We have been informed during the past week 
that in Illinois it is planned to have some 250 
local draft boards, these to be developed in every 
county of the state. Some physicians will be 
needed for making the first examination of con- 
scriptees, although it seems probable that the 
more rigid examinations will be given at certain 
centers to be designated, where a district medical 
examining board will be located. At this time 
we do not know how many of these boards will be 
located in Illinois, or where they are to be de- 
veloped. 

It has been suggested that there be 11 physi- 
cians attached to the personnel of each of these 
District, or Regional Boards. 

1 Medical Officer, in charge of activities, and 
on active duty. 

1 Orthopedist. 

1 General Surgeon, 

3 Internists. 

2 Ophthalmologists. 

1 Otorhinolaryngologist. 

1 Neuropsychiatrist. 

1 Clinical Pathologist. 

1 Dentist. 

Among the duties delegated to our State Com- 
mittee is the responsibility for seeking men in 
various parts of the state who may be able to 
qualify for these positions, then determine their 
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willingness to accept an appointment, if and 
when same is made. It seems quite probable 
that arrangements will be made whereby men on 
these Boards will be on part time duty, so that 
it will not take up too much time from their reg- 
ular work. 

During the World War, examinations of 
drafted men were made under supervision of lo- 
cal boards, In case of doubt as to whether or 
not the men were acceptable for service, they were 
sent to a nearby district board of examiners, who 
passed judgment. They then went to the vari- 
ous camps where they were examined by army 
physiciains. 8.1 per cent. of the men going to 
camps were returned to their homes as not ac- 
ceptable. It is generally believed with the plan 
which has been proposed recently, that the num- 
ber of men sent to camps who have some disabil- 
ity or condition which would bar them from sery- 
ice, will be greatly reduced. 

During the World War there were approxi- 
mately 31,000 physicians in active service, and 
another 3,000 who served in other capacities for 
the government. There never has been a time in 
the history of the country when the medical pro- 
fession did not do its part, and if the govern- 
ment desires a large number of physicians now, 
or in the near future, the response will no doubt 
be the same as it has been in the past. 

No one will know until the final passage of 
the Conscription Bill, and subsequent working 
out of definite plans for local and regional boards 
and the necessary medical personnel, how many 
physicians from Illinois will be needed, but the 
medical profession will have complete informa- 
tion concerning the majority of its members, with 
much valuable information for the government 
without unnecessary loss of time. The Bureau 
of Medical Economics of the American Medical 
Association has been delegated the responsibility 
for tabulating the information received in the 
questionnaires, and has developed a marvelous 
system in that office, so that when all informa- 
tion received has been transferred to individual 
punch cards, a most valuable service will have 
been rendered to our government. 

The Journal of the American Medical Associa- 
tion each week has a special section on Medical 
Preparedness, this to be found in the Organiza- 
tion Section. We would urge each reader of this 
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article to follow these weekly reports, which are 
of interest to all physicians. 

The Illinois State Medical Society Committee 
on Medical Preparedness will keep each county 
medical society informed of the development of 
the plans to be announced. Each county society 
has been urged to select their own Preparedness 
Committee, and we would urge every Society 
which has not already done so, to report the per- 
sonnel of their committee, to the Secretary of 
the Illinois State Medical Society as soon as 
possible. 

MATERNAL WELFARE PROGRAM 

The Illinois State Maternal Welfare Commit- 
tee has approved the 1940 program as submitted 
hy a sub-committee at a recent meeting. Pro- 
grams have been printed and sent to each 
member of the State Committee who will dis- 
tribute them through their county chairmen. We 
want every physician of organized medicine in 
the 101 counties in which this Committee oper- 
ates to receive a copy of the new program to 
read and study so they will understand what the 
State Maternal Welfare Committee is doing to 
further reduce the morbidity and mortality of 
mothers and babies in Illinois. We hope to have 
the full cooperation of all physicians actively 
engaged in the practice of medicine back of the 
county chairmen in carrying out the program 
in their respective counties. 

The time of the year has arrived for the 
county chairmen to schedule their refresher 
courses on Obstetrics and Pediatrics. Records 
show that during the past two years there has 
been greater interest shown and larger attendance 
at the maternal welfare programs than at any 
other program sponsored by the county medical 
society. é 

We urge each county chairman to arrange at 
least one program on Obstetrics and Pediatrics 
through his local society so that the interest in 
this important work will not lag and the physi- 
cians of the State may be kept informed on the 
latest technique in this important field. 

Respectfully submitted, 
T. B. Williamson, M. D., 
President. 
John F, Carey, M. D., 
Secretary. 
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ILLINOIS STATE MEDICAL SOCIETY 
COMMITTEE ON MEDICAL 
BENEVOLENCE 

The House of Delegates of the Illinois State 
Medical Society at its Annual Meeting held May 
21-22-23, 1940, voted that certain changes be 
made in the Constitution and By-Laws to enable 
the Society to establish a Benevolent Fund for 
indigent physicians and their widows. 

The pian adopted very closely resembles the 
one which has been operating in Pennsylvania 
for the past thirty-seven years. 

We are publishing herewith the personnel of 
the Committee together with an outline of the 
purposes and the power given the Committee to 
carry on this work. 

Committee on Medical Benevolence, John 8. 
Nagel, Chairman 185 N. Wabash, Chicago, Il. 
Charles H. Hulick, Shelbyville; Clarence H. Bos- 
well, Rockford. 


PURPOSES OF THE COMMITTEE 

1. To create a Benevolence Fund: 

a. ‘Through allocation of $1.00 each year from 

dues of each member. 

b. Through gratuities, endowments, ete. 

ce. Through the efforts of the Women’s Aux- 

iliary to the Hlinois State Medical Society. 

2. To investigate cases of alleged financial 
difficulties on the part of members, their widows 
or widowers, 

3. When found worthy, to appropriate regular 
monthly benefits not to exceed $25.00 to $30.00 
per month in any one case. When deemed ad- 
visable, may appropriate more over a short period 
of time when rehabilitation seems probable. 

4. To designate the component society secre- 
tary in each county as the county chairman to 
submit applications from members for benefits, 
then to see that a questionnaire form is properly 
executed to give the desired information relative 
The Councilor of the District may 
assist the Committee in submitting names of 
members, their widows or widowers, when he be- 
lieves the individual is entitled to the benefits 
herein prescribed. 

5. When it is the opinion of the Committee 
that the case is a worthy one and benefits should 


to the case. 


‘ be allowed, the Chairman of the Committee 


should notify the Secretary of the State Medical 
Society, stating the amount agreed upon as the 
regular allowance, stating the intervals at which 
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the benefits shall be paid, so that proper vouchers 
may be submitted. 


THE INVESTIGATIONS 


When it is reported to the Committee that a 
member, widow or widower of a member is needy 
and unable to secure the necessities of life, a 
questionnaire form shall be submitted from the 
Secretary’s office asking for the following in- 
formation : 

1, A brief social history of the applicant, past 
and present. Data concerning reasons for being 
in want whenever possible, and all other perti- 
nent information which will enable the Com- 
mittee to take the proper action. 

2. A brief financial history including present 
assets and income, sources and amount. 

3. Disbursing of present resources (rent, food, 
clothing, etc.). 

4, Statements as to probable permanency of 
the present distress. 

5. Any possible sources of assistance such as: 
pe eee TT ee 
PURE 0c scence 
Fraternal Organizations........ 
DOININ on hen n nc Pete Kes 

| rer rr rrr rs sy 

6. Have all sources of help been solicited ? 

7. Additional information. Means by which 
influence might be exerted to find employment 
or some other source of income. Is there a possi- 
bility of rehabilitation? (With moderate finan- 
cial assistance over a short period of time, would 
it be possible for the applicant to become self- 
supporting ?) 


ae SS 


PROCEDURE 


Requests from members, their widows or 
widowers for assistance, if submitted to the Sec- 
retary, shall be referred to the Committee 
promptly. At the same time a questionnaire 
form will be submitted to the applicant or to 
the county society secretary, or to the Councilor 
if the information is submitted by him. All 
possible information which will aid the Com- 
mittee in determining the eligibility for assist- 
ance, the amount actually needed, or if rehabili- 
tation through short time payments is probable, 
should be submitted promptly. 

Each case will receive the proper consideration 
by the entire committee which shall pass final 
judgment on: 

1. Eligibility for aid. 
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2. The amount of aid. 

3. Whether for a short time or permanently. 

The decision of the Committee shall be final 
and there will be no higher authority within the 
Society to whom appeals from decisions of the 
Committee can be referred. 

In the event that additional income is received 
and the individual is no longer eligible for 
further benefits, the county society secretary or 
the Councilor submitted the data, should notify 
the Committee of these facts promptly. 

As soon as a reasonable amount is accumu- 
lated in the Benevolence Fund, only the income 
from the Fund shall be used to pay benefits. 

The Medical Benevolence Fund shall be sub- 
ject to an annual audit as are other funds of the 
Illinois State Medical Society, although merely 
the amount of the Fund, the payments made 
during the year, the additions to the Fund, and 
the interest from investments shall be mentioned. 
The names of beneficiaries shall not appear in 
the annual audit, nor shall they be mentioned in 
the annual report of the Committee to the House 
of Delegates. 

The Secretary of the State Medical Society 
shall maintain a separate file for all correspond- 
ence relative to beneficiaries, amounts paid, in- 
vestigations and minutes of meetings of the 
Committee, which shall be a closed file and not 
open to inspection by others than members of 
the Committee, the Auditor, or a regularly desig- 
nated Committee of the House of Delegates. 

As the regular vouchers of the Illinois State 
Medical Society are paid through the State Bank 
and Trust Company of Evanston, all funds for 
benevolence purposes shall be maintained in an- 
other bank and payments for benevolence pur- 
poses shall constitute the only vouchers drawn 
on these funds. The Council of the Illinois 
State Medical Society has allocated th sum of 
$5,000.00 maintained in the National Bank of 
Monmouth for several years as a Certificate of 
Deposit, as the nucleus for the Benevolence Fund, 
and payments shall be made from this fund on 
this bank. 

NOTE: The above report and procedure was 
presented to the Council,:of the Illinois State 
Medical Society in regular session on August 4, 
1940, by the Chairman of the Committee on 
Medical Bénevolence. The report and procedure 
were approved, and the Committee instructed 
to make the necessary arrangements to function 
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anmediately. The Council was authorized by the 
House of Delegates at the 1940 annual meeting 
to approve a method of procedure so that the 
work could be started with a minimum amount 
o! delay. 





Correspondence 


HISTORICAL DATA WANTED 


To the Editor: 

To Component County Societies of the Illinois 
State Medical Society: Those of you who at- 
tended the Peoria session of the Society will 
recall the very fine photographic exhibit ar- 
ranged by Dr. Carl E. Black to set forth as fully 
as possible the history of the Illinois State Medi- 
cal Society. A Committee on Archives is very 
anxious to add to this material. Further it is 
asking that each county society appoint a similar 
committee and that it secure from each of its 
members as much historical data as possible. 
This includes photographs, material from family 
scrap books, newspaper clippings and other ma- 
terial pertaining to physicians in Illinois or of 
those physicians who were once living in Illinois. 

If you do not know what to do with your old 
minute books, please get them into the hands of 
the Committee on Archives. 

Arrangements are being made to store all this 
material with Dr. H. M. Camp, Secretary of the 
Illinois State Medical Society. Your contribu- 
tion should be sent to the undersigned or to Dr. 
Camp. 

Dr. Carl E. Black, Jacksonville ; 
Dr. P. J. McDermott, Kewanee ; 
Dr. D. D. Monroe, Alton, Chairman. 





PLEASE IDENTIFY PHOTOGRAPHS 


Jacksonville, Illinois. 
July 28, 1940. 
To The Editor: 

Many photographs of Illinois physicians were 
handed in at the annual meeting of the Illinois 
State Medical Society in May and others have 
heen sent to me here. In a number of cases 
there was insufficient data to show who sent them. 

I am publishing this notice in the ILLINOIS 
MEDICAL JouRNAL notifying those who have not 
received due acknowledgement to write me and 
I will be glad to express appreciation. 
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There is one set of six or eight excellent photo- 
graphs that I do not know who handed them 
in. I would like to show these people proper 
appreciation. Publishing this item in the ILLI- 
NoIs MeEpicaL JOURNAL will at least show the 
right spirit. 

Carl E. Black, M. D. 





PICTURES OF THE PAST PRESIDENTS 
AND SECRETARY WANTED 


Officers of the Illinois State Medical Society 
are extremely anxious to complete the file of pic- 
tures of all past presidents. There are a number 
missing and it is hoped that someone may be 
able to furnish copies to the Editor of the Jour- 
NAL, Charles J. Whalen, M. D., 25 East Wash- 
ington Street, Chicago. 


President’s Name Year 
Sonpeel Thetageeh sis. ee 1851 
CO, a ee ok wo vas. ceetiadl. oe 1854 
An atiniog ti) st eu; bi eeomces. Seeds 1864 
FJ ci ats) 27! a re ess PES ye Set 1865 
ee Ros cic oc aekneon ge Slee 1867 
Oe BR. . caxowiaswiewdstaaedisds as 1871 
Secretary’s Name Year 
ee eShaemaker 1.2 .).<.c41¢ os as eR Leia’ 1851 





EXTRA COPIES AVAILABLE OF THE 
CENTENNIAL NUMBER OF 
THE JOURNAL 


We have on hand a goodly number of the 
Centennial issue (May, 1940) of the ILLINOoIs 
MepicaL JournaL. This particular number 
records the progress of medicine in Illinois dur- 
ing the past hundred years. It is really a granary 
of medical historical data. Postage, 10 cents. 
6221 Kenmore Avenue, Chicago, Illinois. 





EXAMINATIONS 


AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 


The annual written examination and review of case 
histories (Part I) for Group B candidates will be held 
in various cities of the United States and Canada on 
Saturday, January 4, 1941, at 2:00 P. M. Candidates 
who successfully complete the Part I examinations 
proceed automatically to the Part II examinations held 
later in the year. 

The following action regarding case records to be 
submitted by candidates taking the Group B, Part I, 
examination after January 1, 1942, was passed by the 
Board at its annual meeting in Atlantic City, N. J., 
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on June 6, 1940: “Case records submitted by candidates 
must be of patients treated within four years prior to 
the date of the candidate’s application. The number of 
cases taken from one’s residency service should not be 
more than half (25) of the total number of fifty (50) 
cases required.” 

Applications for admission to Group B, Part I, ex- 
aminations must be on file in the Secretary's Office not 
later than October 5, 1940. 

The general oral and pathological examinations (Part 
II) for all candidates (Groups A and B) will be con- 
ducted by the entire Board, meeting at Cleveland, Ohio, 
immediately prior to the June 1941 meeting of the 
American Medical Association. 

After January 1, 1942, there will be only one classi- 
fication of candidates, and all will be required to take 
the Part I and Part II examinations. 

For further information and application blanks, ad- 
dress Dr. Paul Titus, Secretary, 1015 Highland Build- 
ing, Pittsburgh (6), Pennsylvania. 


TRAINING REQUIREMENTS 


In response to numerous inquiries regarding special 


training requirements, the Board desires again to an- 


nounce that there are three methods of meeting these 
requirements for admission to the Board examinations. 
First, by the residency system; second, by the partial 
residency and partial assistantship method; and third, 
entirely by the assistantship or “preceptorship” method. 
Details of the residency requirements are given in the 
Board booklet, sent upon request. 

The Board will accept in lieu of the formal resi- 
dency service the training acquired by a candidate serv- 
ing on an assistant or dispensary staff of an obstetrical 
and gynecological division of a recognized hospital, 
under the direction of a recognized obstetrician-gyn- 
ecologist (preferably a Diplomate). The time required 
for this type of training must be longer than with the 
formal, more intensive residency type of training, and 
the allowance of time depends upon the duties and re- 
sponsibility given the candidate. Applicants lacking all 
formal special training should have a minimum of five 
years of hospital clinic, or assistant hospital staff ap- 
pointments in the specialty, under approved direction. 
Teaching appointments without accompanying hospital 
staff or clinical appointments will not satisfy the Board 
requirements. A special form amplifying the original 
application must be filled out to cover the details of 
such assistantship, or preceptorship type, of training. 
The Board approves for special training, work done 
in institutions approved jointly by the Board and by 
the Council on Medical Education and Hospitals of the 
A. M. A. 





WOMAN’S AUXILIARY TO ILLINOIS STATE 
MEDICAL SOCIETY 
ADVISORY COMMITTEE 
Dr. Charles S. Skaggs, Chairman, 513A Missouri 
Avenue, East St. Louis, Illinois. 


Dr. John R. Neal, 6200 Kenmore Avenue, Chicago, 
Illinois. 
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Dr. N. S. Davis III, 700 N. Michigan Avenue, Chi- 
cago, Illinois. . 

Dr. Harold M. Camp, Monmouth, Illinois. 

Dr. Orville Barbour, Peoria, Illinois. 

OFFICERS 

President—Mrs. Harry Dooley, Keystone Oaks, 
River Forest, Illinois. 

President-Elect—Mrs. Harry Otten, 1417 Park Ave- 
nue, Springfield, Illinois. 

First Vice-President—Mrs. A. F. Gareiss, 2328 W. 
107th Place, Chicago, Illinois. 

Second Vice-President—Mrs. V. M. Seron, 1406 N. 
Williams Street, Joliet, [llinois. 

Third Vice-President—Mrs. A. I. Edison, 1100 N. 
La Salle St., Chicago, Illinois. 

Corresponding Secretary—Mrs. E. W. Westland, 939 
N. Elmwood Avenue, Oak Park, Illinois. 

Recording Secretary—Mrs. O. E. Barbour, 331 Cres- 
cent Avenue, Peoria, Illinois. 

Treasurer—Mrs. E. G. Beatty, 621 W. Lincoln Street, 
Pontiac, Illinois. 

COUNCILORS 

First District—Mrs. A. E. McCornack, 265 Hamilton 
Avenue, Elgin, Illinois. 

Second District—Mrs. M. A. Nix, 203 Park Avenue, 
East, Princeton, Illinois. 

Third District—Mrs. J. P. Simonds, 25 E. Walton 
Street, Chicago, Illinois. Mrs. A. H. Brumback, 1503 
W. Jackson Boulevard, Chicago, Illinois. Mrs. W. J. 
Wanninger, 7427 Colfax Avenue, Chicago, Illinois. 

Fourth District—Mrs. P. Youngberg, 3904 Seventh 
Avenue, Rock Island, Illinois. 

Fifth District—Mrs. J. M. Knochel, Lincoln, Illinois. 

Sixth District—Mrs. Harold Swanberg, 1880 Main 
Street, Quincy, Illinois. 

Seventh District—Mrs. W. L. Du Comb, Carlyle, 
Illinois. 

Eighth District—Mrs. A. F. Dietrich, Fithian, IIli- 
nois. 

Ninth District—Mrs. E. W. Burroughs, Box 114,’ 
Ridgway, Illinois. 

Tenth District—Mrs. C. C. Kane, 8521 State Street, 
East St. Louis, Illinois. 

Eleventh District—Mrs. Mat Bloomfield, 956 West- 
ern Avenue, Joliet, Illinois. 

CHAIRMEN OF STANDING COMMITTEES 

Archives—Historian—Mrs. H. P. Saunders, 2630 W. 
Morse Avenue, Chicago, Illinois. 

Benevolence Fund—Mrs. Herbert B. Henkel, 2135 
Wiggins Avenue, Springfield, Illinois. 

Convention—Mrs. E. A. Christofferson, 630 N. Elm- 
wood Avenue, Oak Park, IlIlinois. 

Credentials and Registration—Mrs. M. A. Nix, 203 
Park Avenue, East, Princeton, Illinois. 

Finance—Mrs. Nelson Percy, 2130 N. Lincoln Park 
West, Chicago, Illinois. 

Hygeia—Mrs. E. M. Egan, 10427 Avenue M, Chi- 
cago, Illinois. 

Legislation—Mrs. V. M. Seron, 1406 N. Williams 
Street, Joliet, Illinois. 

Organization—Mrs. Harry Otten, 1417 Park Ave- 
nue, Springfield, Illinois. 
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Press and Publicity—Mrs. C. W. Stuart, 330 N. 
Austin Boulevard, Oak Park, Illinois. 

Printing—Mrs. Lucius Cole, 1117 N. Lathrop Ave- 
nue, River Forest, Illinois. 

Program—Mrs. A. F. Dietrich, Fithian, Illinois. 

Public Relations—Mrs. F. G. Murphy, 2567 E. 72nd 
Place, Chicago, Illinois. 

Revisions—Mrs. R. K. Packard, 6901 Paxton Ave- 
nue, Chicago, Illinois. 

Parliamentarian—Mrs. Clarence Goodwin, 4646 S. 
Woodlawn Avenue, Chicago, Illinois. 





MEETING OF THE AMERICAN COLLEGE 
PHYSICIANS 
The sixth annual regional meeting of the American 
conege of Physicians, Illinois (outside of Cook County) 
including members of the State of Wisconsin will be 
held at Rockford, Illinois, Wednesday, October 16, 
1940, 
PROGRAM 
Presiding : 
Dr. Samuel E. Munson, Chairman 
Governor for Illinois, Springfield, Il. 
Dr. Elmer L. Sevringhaus 
Governor for Wisconsin, Madison, Wis. 
Dr. Clarence H. Boswell 
Chairman of Arrangements, Rockford, III. 


Meeting Place: New Auditorium, Rockford Hospital. 
11:00 A. M.: Clinical Pathological Conference, Dr. 
Harold D. Palmer, Pathologist, Rockford Hospital. 


12:30 P. M.: Complimentary Luncheon, Rockford 
Hospital. 

Afternoon Program: Hospital Auditorium. 

6:30 P. M.: Dinner, Nelson Hotel Crystal Ballroom. 


Guest Speaker: Dr. Ernest E. Irons, Member of the 
Board of Regents, Clinical Professor of Medicine, 


Rush Medical College, Chicago, III. 


Address: “Aspiration Pneumonia,” with colored pho- 
tographs. 
1:30 P.M.: College of Physicians Conference. “The 


Work of the American Board of Internal Medicine,” 

Dr. Ernest E, Irons. 
2:00 P. M.: “The Responsibility of the Internist to 
the Field of Industrial Medicine,’ Dr. Elston L. 
Belknap, Assistant Clinical Professor of Medicine, 
Marquette University School of Medicine, Milwau- 
kee, Wis. 
“The Clinical Importance of Various ‘Symptomless’ 
Anomalies of the Gastro-Intestinal Tract,’ Dr. John 
A. Schindler, The Monroe Clinic, Monroe, Wis. 
“Physical Aspects of Depressive Psychoses,” Dr. Car- 
roll W. Osgood, Staff Physician, Milwaukee Sani- 
tarium, Wauwatosa, Wis. 
:00 P. M.: Reception for Guests and Visiting Mem- 
bers from Wisconsin, at the new Club Rooms of the 
Nelson Hotel. 

(Send reservations to 
Dr. Clarence H. Boswell, Rockford, III.) 


on 
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CHICAGO SURGICAL SOCIETY ANNUAL 
PRIZE 


Manuscripts for the third award of the Chicago Surg- 
ical Society’s Annual Prize of $250.00 should be sub- 
mitted to the Secretary not later than March 1, 1941. 

The Chicago Surgical Society Annual Prize is 
awarded to a young man devoting himself to surgery 
in Chicago, who is not a member of the Chicago Surg- 
ical Society, for meritorious work in one or both of 
the fields of experimental and clinical surgery. The 
following criteria are followed in judging the merits of 
the papers: 

(1) The paper submitted must represent the original 
work of one man aided by associates, but not necessarily 
based upon a completely original idea; (2) the illus- 
trations must be original and not borrowed from some- 
one else’s correlated work; (3) the paper must never 
have been read or printed anywhere as submitted in its 
final form—best never to have been aired at all; (4) 
the diction and simplicity of the presentation as given 
in the written copy must ever remain a large factor in 
its value; (5) all references to the literature or other 
sources of information cited must be in orthodox fash- 
ion, conforming to type of abbreviatior ; and order used 
by the Quarterly Cumulative Index Medicus; (6) all 
illustrations must have ample legends appended, and 
proper and sufficient identification marks should be in- 
dicated on the illustrations to make understanding of 
them clear and easy; (7) resident requirements of ap- 
plicants should be made to conform to those required 
for possible members in the Chicago Surgical Society, 
as expressed in its Constitution and By-Laws: viz., 
Cook County, Illinois; (8) all identification marks of 
individual, and of hospital or institution in which work 
was performed, must be eliminated. 

Papers should be submitted to the Secretary without 
identification marks, accompanied by a sealed envelope 
bearing on its outside the title of the paper, and con- 
taining within it the name and address of the author.— 
Michael L. Mason, Secretary, 185 N. Wabash Ave., 
Chicago, Ill. 





EDUCATIONAL COMMITTEE 
August and September, 1940 
SERVICE TO COUNTY MEDICAL SOCIETIES 

1,209 Notices prepared and mailed to doctors an- 
nouncing scientific meetings of Henry, Bureau, Effing- 
ham, Jersey-Greene, Coles-Cumberland, Jefferson-Ham- 
ilton, Schuyler-Cass County Medical Societies. 

885 Releases to newspapers giving publicity to pro- 
grams sponsored by Carroll, Henry, Schuyler-Cass, 
Bureau, Madison, Effingham, Coles-Cumberland, Jersey- 
Greene, Macoupin, Vermilion, - Jefferson-Hamilton, 
Fulton County Medical Societies, the Post-Graduate 
Conferences at LaSalle and Decatur and a meeting of 
the North Shore Branch of the Chicago Medical 
Society. 

Educational and Scientific Service Committees sent 
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letters to officers of county societies offering to assist 
in arranging programs for inter-professional meetings. 

Officers of counties requested to furnish the Com- 
mittee with information concerning programs so that 
these might be listed in the JouRNAL. 

SPEAKERS BUREAU 

Eighteen speakers appeared before lay meetings at 
the request of the Committee. Organizations addressed 
included Home Bureaus, Kiwanis Clubs, County Teach- 
ers Institutes, Parent Teacher Associations, Young 
Mothers’ Clubs. 


NEWSPAPER SERVICE 


The following articles were written and approved by 
Committee : 
The Skin and Its Care 
Rheumatic Fever 
Your Gall Bladder 
When the Fodders in the 
Shock 
Those Early Colds 
Superstitions of Pregnancy 
Old Man Winter 
Your Most Dangerous 
Years 
Appendicitis, A Menace 
Home Accidents 
Story of Radium 
Focal Infections 
691 Health articles released to downstate newspapers. 
107 Health articles to Chicago newspapers. 
1,161 Editorials to newspapers. 


LAY MAILING LIST 

At the present time there are 1,926 names on the 
mailing list receiving material every other week. This 
list includes libraries, teachers, Parent Teacher Associa- 
tion health chairmen, presidents of organizations, etc. 
414 names of physical education teachers were added in 
September. 

MISCELLANEOUS 

Material outlining services of the Committee and 
sample press releases prepared for members of the 
Chicago Council of Jewish Women. 

Similar material prepared for the women’s clubs of 
the 10th District of the Federation. 

Many package libraries furnished doctors and club 
women. 

Moving picture films secured for lay meetings. 

Assistance given Maternal Welfare Committee. 

Assistance given to the Cancer Committee. 

SCIENTIFIC SERVICE 

20 Scientific programs were scheduled. A _ heart 
clinic was arranged for the Beardstown Hospital. Pro- 
grams were secured for Henry, Madison, Bureau, 
Effingham, McLean, Jersey-Greene, Macon, Coles-Cum- 
berland, Stephenson, Fulton, Macoupin, Saline County 
Medical Societies and for St. Charles Hospital of 
Aurora. 

POST-GRADUATE CONFERENCES 

Post-Graduate Conferences were arranged for the 2nd 

and 7th Districts. The first conference was held in 
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LaSalle on October 3rd with an attendance from all 
the surrounding counties. The second conference was 
held in Decatur on October 8th and was also well 
attended. 

The following programs were given: 

“Obscure Fevers’—LeRoy H. Sloan, M. D. 

“Rheumatism in Childhood”—Robert A. Black, M.D. 

“Chronic Arthritis’—Eugene F. Traut, M.D. 

“Management of Peripheral Vascular Disease”’—Geza 
de Takats, M.D. 

“The Eradication of Syphilis’—Harold M. Camp, 
M.D. 

“Early Diagnosis of Pulmonary Tuberculosis—New 
Conceptions’—Jerome H. Head, M.D. 

“Diagnosis of the More Common Neurological Dis- 
eases” —Theodore T. Stone, M.D. 

“Goiter Diagnosis”—Lindon Seed, M.D. 

“Varicose Veins”—James Graham, M.D. 

“Coronary Disease’—Robert S. Berghoff, M.D. 

“Fundamentals in Use of Sulfanilamide, and Its Allied 
Compounds in Infections’”—O. H. Robertson, M.D. 

“Blood Dyscrasias—Diagnosis and Therapy”—Henry 
George Poncher, M.D. 

“Diseases of the Cervix and Treatment”—Charles 
Galloway, M.D. 

“Nephritis in Children’—Joseph K. Calvin, M.D. 

“Diagnosis of the More Common Neurological Dis- 
eases”—James J. Gerty, M.D. 

“Economic Phase of Medicine’—Harold M. Camp, 
M.D. 

A third conference has been planned for Blooming- 
ton on October 31st and all doctors are cordially in- 
vited to attend. A buffet luncheon will be served from 
12:30 to 1:30 at the Illinois Hotel, doctors of McLean 
County Medical Society acting as hosts. The scientific 
program will begin at 1:30 and papers will be given 
on Varicose Veins, Arthritis and its newer treatment, 
General Principles of Behavior in Children, Use of 
Endocrine Therapy in Gynecology, Obstetrics. Dinner 
will be served at 6:00 o’clock and will be followed by a 
symposium on The Gall Bladder. 

A fourth conference will be held in Mattoon, U. S. 
Grant Hotel, on November 7th. This too will begin 
with a complimentary buffet luncheon followed by 
papers on Sulfanilamide, Gynecological Operations, 
Obesity, Respiratory Conditions, Recent Advances and 
Treatment of Abnormal Blood Conditions, Chronic 
Arthritis and Physical Therapy. A dinner at 6:00 
P. M. will be followed by a symposium on “Diseases 
of the Biliary Tract.” 

These programs are planned for the presentation of 
the latest methods in diagnosis and treatment of dis- 
ease and will be of interest to doctors in all fields. 
Outstanding speakers have been secured. 

Respectfully submitted, 
Jean McArthur. 





MORE DEATHS FROM CHRONIC DISEASES 
THAN FROM ACUTE 


According to the statistical department of the Met- 
ropolitan Life Insurance Company, about three out of 
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every four children, born now, will die from chronic 
disease, while acute disease will take about one in six. 
This represents a considerable change from conditions 
at the beginning of the century. Every child born then 
would have been killed by acute disease, while chronic 
disease would have been responsible for the deaths of 
about half the group. 

Childhood ages have chiefly benefited by the cut in 
death rate from acute and infectious diseases, says the 
Company’s Statistical Bulletin. “On the other hand,” 
it continues, “most of the chronic diseases, which have 
their greatest incidence in midlife and in old age, have 
shown little or no improvement, and in some cases 
there have been actual increases in their mortality 
rates. Of the chronic diseases, tuberculosis is the only 
one of importance that has shown any marked im- 
provement.” 

SUICIDES UP 

The data also bring out the fact that “external 
causes,” which include deaths by suicide, homicide and 
accident, have greatly increased in importance since 
1920, especially for males. In 1901 77 in a thousand 
males would have died in this way, in 1920 this had 
increased to 79, but in 1937 it stood at 101. The cor- 
responding figures for females were 33, 38 and 56 in a 
thousand. 

Other figures collected, comparing deaths during the 
first half of 1939 and of 1940, show that the depression 
years did not adversely affect the health of the nation. 

Early in the thirties, it is stated, “it was feared that 
the most severe industrial depression of a generation 
would be quickly reflected in an increased death rate. 
When this did not happen and when indeed each year, 
without exception, registered a more favorable mor- 
tality rate than had prevailed in any year during the 
‘20's,’ many health workers still feared that the ill 
effects on the public health were merely postponed, and 
that a rise in the death rate would come well before 
the close of the ‘30’s.’ This, again, did not happen, 
and the record new low rate of the current year, to 
date, is incontrovertible evidence that these fears were 
idle and may now be entirely dismissed.” 





ZINC TREATMENT HELPS HOPELESS 
CANCER PATIENTS 

According to Victor News, success in treating pain- 
ful, foul-smelling, infected ulcers or sores in 35 cancer 
patients whose condition was so bad they had been 
given up as hopeless is reported by Dr. Bromley S. 
Freeman, of the Tumor Clinic at the Veterans Admin- 
istration Facility, Hines, II. 

The treatment consisted in using zinc peroxide for 
dressings on the sores and as a mouth wash in some 
cases of lip and mouth cancers. 

The ulcers or sores had followed X-ray or radium 
treatment for cancer which in some cases had persisted. 
Persistence of the cancer after the radium or X-ray 
treatment was in some cases hidden by the infection 
in the ulcers. After the zinc peroxide treatment cleaned 
up the ulcers, it was possible to give more irradiation 
for the cancerous condition and in some of the cases 
reported the patients have advanced to the stage where 
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plastic operations can be done to restore bone and 
other tissue destroyed by the first treatments. 

The zinc peroxide treatments relieved pain to the 
extent that most of the patients could get along with 
only mild sedatives instead of the morphine or other 
narcotics they had previously required. The foul odor 
from these sores, so bad that patients in the next ward 
complained about it, grew definitely less, in all but 
one case, starting within 24 hours after the first ap- 
plication of the zinc peroxide. 

“Freedom from embarrassment and the return to 
normal social contacts and interests together with new- 
ly acquired confidence and hope have been noted uni- 
formly,” Dr. Freeman states in his report of the pa- 
tients’ condition after the treatment. 

He is now using the zinc peroxide prophylactically 
to prevent or lessen the frequency or degree of bone 
destruction following X-ray or radium treatment of 
cancer of the mucous membrane. 

The treatment is for cancers, or sores following their 
irradiation treatment, occurring on the surface of the 
body. Among cases reported were those where the 
ulcers were on the jaw, throat, or mouth. 

Zinc peroxide is effective in the treatment appar- 
ently because when suspended in distilled water it sets 
free oxygen which destroys certain germs, among them 
the kinds Dr. Freeman found most frequently in the 
sores of the advanced cancer patients. He states that 
after disappointing results with other products, he is 
using only the special medicinal brand of zinc peroxide. 





Lucinda (testing Rastus’s devotion)—Suppose it’s a 
dark night, an’ we’re in a deep woods, an’ a boa con- 
strictor comes awigglin’ through the grass, an’ a wild- 
cat aboundin’ through the brush, an’ a lion roarin’ an’ 
makin’ fer us a mile a minute. What is we goin’ to do? 

Rastus—Dar ain’t goin’ to be no “we.” Ah ain’t 
agoin’ ter be dar, no m’am! 





Customer—So you've got rid of that pretty assistant 
you had? 

Druggist—Yes; all my male customers kept saying 
that a smile from her was as good as tonic.—Canadian 
Doctor. 





In tuberculosis, care and personal discipline without 
climate are better than climate without care—Wm. 
Osler. 

The Negro and the City—Cities are relatively much 
more destructive to Negroes than to whites in their 
effects on mortality from tuberculosis and acute respir- 
atory infections. Under present conditions mortality 
from respiratory diseases acts as a powerful check to 
the natural increase of the Negro in northern latitudes. 
—Holmes, S. J., Amer. Jour. Med. Science, 1938, 195. 





Have you heard the story about the man on relief 
who was so accustomed after years of unemployment 
to having everything done for him that he went out 
and married a widow with three children? 
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Original Articles 
FHE SULFAPYRIDINE TREATMENT OF 


PNEUMOCOCCIC PNEUMONIA 


ItaLo F. Voi, M. D. 
RoserT O. Levitt, M. D. 


CHICAGO 





The rapid advances in the therapy of pneu- 
mococcal pneumonia demand a careful analysis 
of the accumulated evidence. This is necessary 
first to properly evaluate the effectiveness of the 
newer procedures and secondly to recognize their 
limitations. It is particularly essential to de- 
termine the dangers inherent on such newer 
methods. Much more important, the tendency 
must be combated which neglects for the new, 


and Gaisford in July, 1938. Reports shortly be- 
gan to appear from various parts of the world. 
In this country the first studies recorded by Flip- 
pin, Lockwood, Pepper and Schwartz, Barnett 
et al, Plummer and Ensworth, Finland et al., 
Long, Marshall et al., have contributed much 
information to our knowledge of the pharma- 
cology, absorption, toxicity and blood concentra- 
tion of sulfapyridine. 

Method of Study: 

This report represents a study of two-hundred 
patients with pneumococcus pneumonia treated 
at the Cook County Hospital with sulfapyridine. 
Supportive and symptomatic measures were em- 
ployed as additional features to the chemotherapy, 
but no serum was utilized. Clinical diagnosis 
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therapy which has had the stamp of scientific ap- 
proval and beneficial results. This report com- 
prises the analysis of the sulfapyridine treat- 
ment of two-hundred patients with pneumo- 
coccus pneumonia. 

The literature on sulfapyridine has accumu- 
lated very rapidly since the first experimental 
data submitted by Whitby in May, 1938, fol- 
lowed closely by the work of Fleming, later suc- 
ceeded by the clinical trials described by Evans 


From The Cook County Hospital, Chicago, and Department 
of Medicine, Loyola University School of Medicine. 

Read before the Chicago Society of Internal Medicine, 
December 18, 1939. 























was corroborated by x-ray evidence whenever 
necessary. Sulfapyridine treatment was in- 
itiated after sputum specimens and blood cul- 
ture were obtained. Complete blood counts and 
urinalysis preceded the drug administration. 
Blood was drawn for sulfapyridine content fol- 
lowing 36 to 48 hours of therapy. 


Dosage and Method of Administration: 

The first sixty patients in this series received 
an initial dose of two grams of sulfapyridine re- 
peated at the end of four hours, and followed 
subsequently by one gram every four hours night 
and day, until the temperature attained ap- 
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proximately normal levels. This was then usu- 
ally continued for forty-eight hours longer at 
the four hour intervals with the same dose. The 
last one-hundred-forty patients, however, have 
been started with a four gram initial dosage 
followed by one gram every four hours, con- 
tinued on the same schedule as described above. 
In some cases where initial vomiting was severe 
and persistent, or in the patients too ill to swal- 
low the medication, an intravenous injection of 
one-hundred cubic centimeters of a five per cent. 
solution of sodium sulfapyridine was adminis- 
tered, followed by the oral route after four hours 
with the one gram dosage. 


Results: 
Table 1 represents a summary of the distribu- 
tion of types of pneumococci encountered, the 


TABLE 1 


A STUDY OF TWO HUNDRED PNEUMOCOCCUS 
PNEUMONIAS TREATED WITH 


SULFAPYRIDINE 

Non-Bacteremic Bacteremic 
Total Deaths Deaths Deaths 

Type No. No. % No. No. % No. No % 
I 47 0 0 39 0 0 8 0 0 

II 54 2 3.75.55 0 0 19 2. 4205 
III 19 1 52.° 2 1 5.2 0 0 0 
IV 4 0 0 3 0 0 1 0 0 
Vv 6 0 0 5 0 0 1 0 0 
VII 23 3. 130 28 2° A 5 1° -20 
VIII 19 2 L165 17 y Paes | bef 2 0 0 
IX 1 0 0 0 0 0 0 0 0 
XII 6 0 0 5 0 0 1 0 0 
XIII 2 0 0 2 0 0 0 0 0 
XIV 2 0 0 0 0 0 0 0 0 
XV 1 0 0 0 0 0 0 0 0 
XVI 2 0 0 1 0 0 1 0 0 
XVII 2 0 0 0 0 0 0 0 0 
XVIII 1 0 0 0 0 0 0 0 0 
beh 4 1 0 0 0 0 0 0 0 0 
AX 2 0 0 0 0 0 0 0 0 
XXIII 2 0 0 0 0 0 0 0 0 
XXIV 3 0 0 0 0 0 0 0 0 
XXVII 1 0 0 0 0 0 0 0 0 
XXIX 1 0 0 0 0 0 0 0 0 
XXXI 1 0 0 0 0 0 0 0 0 

Total 200 8 4 162 5 3 38 3 7.8 


Bacteremic Incidence 19% 


non-bacteremic and bacteremic incidence with the 
corresponding mortality figures. Several inves- 
tigators have commented on the mildness of 
pneumonia during the past few years. Table 1 
indicates a 27 per cent. incidence of Type 2 
pheumococecus, a 24 per cent. frequency of 
Type 1, 9.5 per cent. Type 3, 11.5 per cent. 
Type 7, 9.5 per cent. Type 8, 3 per cent. Type 
12. (Over 85 per cent. thus constituted by the 
severer pneumococcus invaders.) Furthermore 
the total bacteremic incidence was 19 per cent. 


Type 2 shows a bacteremic frequency of over 35 
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per cent. We have previously indicated an an- 
alysis of a control group study of pneumonia 
patients studied in 1938, from the Cook County 
Hospital, comprising 163 cases with a 39.8 per 
cent. mortality. The 1937 mortality rate in 
lobar pnuemonia was 37.1 per cent. 

Table 1 indicates the results of therapy of 200 
patients with eight deaths (4 per cent.). Of one- 
hundred-sixty-two non-bacteremic case, five died, 
(3 per cent.). There were 38 patients with 
positive blood cultures, of whom three succumbed 
(7.8 per cent.). Nineteen bacteremic cases with 
Type 2 infection showing two deaths (10.5 per 
cent.) were exceeded in the bacteremic mortal- 
ity rate by Type 7, where one of five bacteremic 
patients was lost (20 per cent.). We did not 
have a death from Type 1 infection in either 
the bacteremic or non-bacteremic group. The 
mortality in Types 7 and 8 infections was higher 
than Type 3. In fact, Type 7 revealed the high- 
est mortality figures for both the non-bacteremic 
and bacteremic series. 


Clinical Response: 

Of the two-hundred patients, 70 showed a crit- 
ical drop in the temperature in less than 24 
hours while in 96 additional patients the fever 
disappeared in the ensuing 24 hour period. This 
constitutes 83 per cent. or one-hundred and sixty- 
six in number, demonstrating a return to nor- 
mal temperature in 48 hours of therapy. The 
severer clinical features of the disease, such as 
toxemia, restlessness, dyspnea, rapid pulse, im- 
proved markedly with the descent of the fever. 
This was equally true of the bacteremic cases 
as the following charts demonstrate. 

Infections of Types 1, 2, 5, 7, 8, 12, and 16 
are here illustrative of the response in bacteremic 
patients. Such prompt responses with recovery 
tend to indicate that the mode of action of 
sulfapyridine is not antipyretic, but as Whitby 
affirms depends upon drug neutralization of some 
metabolic function or enzymatic activity, all in- 
herent properties of the pneumococcus. 


Analysis of Factors Influencing Mortality: 


In large charitable hospitals, malnutrition, 
undernutrition, alcoholism, and concomitant 
acute or chronic disease are frequent associations 
encountered in the pneumonia patient. The in- 
fluence on the mortality rate is definite but diffi- 
cult to measure. More readily determinable and 
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more important, generally, rather than indi- 
vidually, are the factors of, type of pneumococcus, 
the age of the patient, and the promptness with 
which the disease is treated. Table 2 shows the 
four important age groups with recoveries, deaths, 
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which summarizes our studies of 517 pneumo- 
coccic pneumonias bears out this fact very vividly. 


Date of Initiation of Therapy: 


A major factor in the high mortality rate is 


bacteremic cases, and the bacteremic death per- the delay in the initiation of treatment. Table 
TABLE 2 
ANALYSIS OF AGE, TYPE, MORTALITY—SULFAPYRIDINE THERAPY 
41-50 Years 51-60 Years 61-70 Years Over 70 Years 
Bact. Bact Bact. Bact. 
Death Death Death Death 
Type R D B % R D B To R D B % R D B % 
1 bs 0 1 0 3 0 1 0 2 0 0 0 0 0 0 0 
2 12 0 3 0 11 1 7 15 1 1 1 100 1 0 1 0 
3 5 0 0 0 7 1 0 0 1 0 0 0 0 0 0 0 
4 1 0 0 0 1 0 0 0 1 0 0 0 0 0 0 0 
5 0 0 0 0 1 0 0 0 1 0 0 0 0 0 0 0 
rd 4 1 1 0 1 0 1 0 2 2 1 100 1 0 0 0 
8 4 1 0 0 3 1 0 0 1 0 0 0 0 0 0 0 
12 3 0 1 0 0 0 0 0 °0 0 0 0 0 0 0 0 
Total 34 2 6 0 27 3 9 12 9 3 2 100 2 0 1 0 
Death Death Death Death 
Total all % %. % % 
Types 39 2 4.8 33 3 8.3 9 3 25 2 0 0 
R—Recovery. Over 40 years—91 patients—8 Deaths—8.7% 
D—Death. 


B—Bacteremia. 
200 Patients—8 Deaths—4%. 


centage of each type in each age group. The bac- 
teremic death percentage is calculated from the 
bacteremic deaths in only the bacteremic series. 
For example in Type 2 in the 51-60 year group, 
there were seven bacteremic cases with one death 
a percentage of 17, while in the total for the 
eight types of pneumococci here listed, of nine 
bacteremias only one succumbed, a bacteremic 
death percentage of 11.1. At the bottom of the 
chart, the mortality figures are given for each 
decade for all types encountered. It is to be 
noted that the so-called higher types of pneumo- 
cocci (not included in the eight types tabulated) 
did not add a single fatality to either of the 
four age groups. Attention is directed to the 
fact that the eight deaths all occurred in pa- 
tients over forty years of age. It is to be re- 
membered that the mortality rates in the control 
series for equal age groups are 40, 50, 60, and 
70 per cent. respectively. A scrutiny of table 3 


3 bears out the fact that patients are ad- 
mitted rather late in the disease, 58 per cent. 
coming to the hospital after the third day of the 
pheumonia. 


Complications: 

The complications not including those from 
drug administration totaled 10 per cent. How- 
ever, seven patients or 3.5 per cent. showed de- 
layed resolution, that is the physical signs per- 
sisted for more than fourteen days subsequent 
to the return of normal temperature. The pleural 
effusions, all sterile and six in number, sub- 
sided upon thoracentesis. All empyemas were 
transferred to surgery for operation and recov- 
ery ensued in all five instances. Both patients 
with meningitis died, one of which was compli- 
cated by aortic valve pneumococcic endocarditis. 


Analysis of Fatal Cases: 
Eight patients died. All were over forty-one 


TABLE 3 
AGE GROUPS AND THERAPY 


41-50 Years 51-60 Years 61-70 Years 
rT D % ¥ D % 43 D % 


C 35 a6) 432: ae 17 56.6 9 5 55.5 

RS. 38 6- 16 24 3 13 2 0 0 

S. 41 2 2 36 3: 8 12 3 @5 
C.—Controls. 


RS.—Rabbit Serum. 
S.—Sulfapyridine. 


T 
6 
3 
2 


Total Total Bact. 
Over 70 Over 40 All Ages All Ages 
D % T D % = D % 4 D % 


5 84 80 43 $4 164 63 384 30 18 60 
DSS. 6s Weds 15315 98 23 6 26 
0 e -9 8 8.7 200 8 4 38 3 7.8 
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years of age, three being more than 61 years holism. One patient had three fractured ribs 
old. Of the eight cases, three were Type 7, sustained five days before admission. The blood 
two Type 2, two Type 8, and one Type 3. Three concentration of sulfapyridine ranged from a 
positive blood cultures were found. Two cases minimum of 3 mg. per cent. to 16 mg. per cent. 
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of meningitis, one complicated by acute aortic Seven of the eight cases had concentrations over 
valve endocarditis were encountered. One showed 5 mg. per cent. 

severe renal involvement with 20 grams of sul- One case record warrants more detailed description. 
fapyridine. T'wo gave a history of heavy alco- C. H. white, male, 61 years was admitted to the 




































































































































































































































































































DATE 3/23/39| 3/26/39 | 3/25/39 | 3/26/39] 3/27/39 
Day of Disease 4 5 8 
AM | PM | AM | Pu AM | PM 
Hour | 
106 
tos} Suyapyrady 
ry Mae TE 
1... Potad Sulfa 
iy | 103 — ear e 
ee mers 
< 
& | 401 \ 
= i 
i ie ae v3 
ry) a Li 
NOR. ; + 
98 
7 < oe eee. t Gin 
SG f secesee:s “MS nT ert 
































ereeren a SPgaeeam 4 PERT Oc TO 





@eaeee SGagaem, « £586 ee, ac 








| ee 














—se | a 

















October, 1940 


medical ward on 4-15-39, with right upper lobe pneu- 
monia, Type 7 with negative blood culture and a white 
blood count of 22,000. Sulfapyridine by mouth resulted 
in recovery with normal temperature on 4-19-39. Blood 
sulfapyridine was 7.5 mg. per cent. On 4-24-39 there 
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Type 7 in both spinal fluid and blood culture. On 
5-10-39 intravenous injection of 10 grams of sodium 
sulfapyridine produced marked improvement, so that 
daily injections of 5 grams were continued intraven- 
ously until the patient was able to swallow the tablets. 
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developed a severe pain in the right eyeball for which 
transfer to the eye department was effected and on 
May 1, iridectomy was performed for acute glaucoma. 
On 5-7-39, severe headache was complained of and on 
5-10-39 patient was in coma with meningitis with 


The blood concentration attained 16 mg. per cent. 
while the spinal fluid levels reached 8.8 mg. The posi- 
tive blood cultures continued although marked im- 
provement occurred in the spinal fluid evidence. How- 
ever, the patient despite the heroic therapy succumbed 
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on May 26, after receiving one-hundred and four grams 
of sulfapyridine. Autopsy showed pneumococcic men- 
ingitis, acute aortic valve pneumococcic endocarditis, 
chronic right lower lobe pneumonia, a small focus of 


Total Dosage and Duration of Treatment: 


The average dosage for the entire series was 
24.1 grams, the maximum 104 grams and the 
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tuberculosis in the right upper lobe, a small encapsu- 
lated empyema. The kidneys and liver revealed no 
evidence of patholological changes, either grossly or 
microscopically. 


minimum 4 grams. To discontinue the drug too 
early, seems to favor, in some instances, as sev- 
eral investigators have pointed out, the return 
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of the clinical symptomatology with the spread 
of the lesion. It has been suggested, as ex- 
perimental evidence also confirms, that under 
these circumstances the pneumococcus may ac- 
quire a tolerance or fastness to sulfapyridine. 
Two of the fatal cases seemed to respond in this 
fashion. On the other hand, for various rea- 
sons, the drug has been discontinued in several 
patients after 4 to 12 grams had been given with- 
out a recurrence of the fever or a spread of the 
lesion. Thus while we believe the drug should 
be continued on the same dosage (1 gram every 
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the so-called adequate level. The fatal cases in 
this series showed concentrations of 16 mg., 11.6 
mg., 13.95 mg., 11.53 mg., ete. Intravenous 
sodium sulfapyridine seems to hasten the bene- 
ficial clinical response with the production of a 
temporary high level in the blood unless main- 
tained by supplemental oral administration. 
Thus the rate or the rapidity with which espe- 
cially the initial higher levels are attained may 
be an important determining factor. This may 
also account for the improved results attained 
with the initial 4 gram dose which is now given 




































































































































































































































































4 hours) schedule, or in slightly reduced at the start of treatment. 
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amounts, for 48 hours after the return to normal 
temperature, more data must be secured. 


Blood Concentration Levels: 


Optimum concentration levels are usually ob- 
tained on oral administration after 24-36 hours 
of therapy. The blood levels vary moderately 
on the usual maintenance dosage. Wide varia- 
tion, however, occurs from individual to indi- 
vidual on the same dosage. Nor can the clinical 
response, as has been repeatedly pointed out, be 
correlated with the blood concentration. The 
adequate blood level is difficult to fix although 5 
mg. per cent. is usually given as the optimum 
concentration point. Satisfactory clinical re- 
sponse is very frequently attained in patients with 
concentrations of 1, 2, or 3 mg. definitely below 


Untoward Reactions: 


The most common of the toxic reactions are 
the nausea and vomiting which occurred in 35 
per cent. of the patients. Severe vomiting was 
encountered in 15 per cent. The central origin 
of this vomiting has been attested to by our ex- 
periences with the intravenous use of the drug 
in pneumonia and patients with subacute bac- 
terial endocarditis. The attempt is usually made 
to continue the drug administration despite the 
vomiting. It is surprising how frequently the 
drug is retained under these circumstances. The 
use of intravenous salt or glucose solutions seems 
to lessen the nausea and vomiting. A short rest 
period from the drug, during which intravenous 
sodium sulfapyridine is given to insure a mainte- 
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nance of adequate blood concentration has been 
frequently employed in spite of the fact that 
vomiting may occur from this mode of adminis- 
tration. When sedatives such as morphine are 
used for other symptomatic indications vomiting 
does not occur as often from the sulfapyridine. 
Few severe reactions have been encountered in 
this series. Morbilliform rashes in two patients, 
drug fever in three, severe hemolytic anemia in 
three, two of whom were given blood transfu- 
sions with prompt response. All recovered. One 
patient died with evidence of severe kidney 
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factors. Intravenous fluids are freely used in 
the therapy so that the drug is washed out of the 
circulation. Second, most frequently although 
not always, toxic reactions result from relatively 
long continued use of the drug, that is, where 
large total doses of the drug are employed. Few 
untoward symptoms occur before one week of 
drug administration. Thus a five or seven day 
time limit should be set and then the evidence 
reconsidered before further administration is de- 
cided upon. In the major number of instances, 
the beneficial effects of the drug are expected 
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damage. However, kidney damage existed before 


sulfapyridine was used. We have not had a case 
of gross hematuria. One individual who died to 
whom 104 grams were given revealed on post 
mortem no gross or microscopic pathology in the 
liver or kidneys. 

Another patient, L. M., aged 65, Chart VIII, ad- 
mitted on the third day with a right lower lobe pneu- 
monia, type four with a white blood count of 18,500 
and negative blood culture and urine was started on 
the usual sulfapyridine program. He had had a left 
nephrectomy performed two years previously for a 
carcinoma of the kidney. The N.P.N. reached 64 mg. 
per cent. A total of 18 grams were given with the 
illustrated beneficial response. Repeated studies of 
the urine and blood and kidney function revealed no 


impairment or complications. 


The comparative freedom from severe toxic 
reactions in this series may be ascribed to two 


much before this time limit. Pyogenie compli- 
cations of pneumococcus infection such as em- 
pyema, acute suppurative otitis media, acute 
bacterial endocarditis are not greatly influenced 
once they have developed by continued sulfapyr- 
idine administration. A more critical analysis 
must be made in those instances where prolonged 
drug administration is thought to have appar- 
ently produced a cure. Inadequate chemothera- 
peutic response in a disease such as pneumonia 
demands greater activity by the use of other 
therapeutic methods because of the short life his- 
tory of the disease. Sero-therapy thus becomes 
the therapeutic supplement indicated. 


Comment: 


The evidence justifies the conclusion that sul- 
fapyridine is a very valuable contribution to the 
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TABLE 4 
DATE OF TREATMENT ONSET 
Dey CF THAGBNl .  6556 505s 1 2 K 4 5 6 7 8 9 10 11 Unknown 
a ae eee eee 9 33 43 31 28 20 16 2 1 2 1 14 
Deaths in Each Group... 0 0 2 0 1 0 2 0 0 1 2 


therapeutic armamanetarium in the crusade 
against pneumonia. The effectiveness has been 
thoroughly demonstrated under rigorous experi- 
mental and clinical conditions. For example, in 
addition to the previous bacteremic illustrations 
the following two charts (9-10) illustrate preg- 
nancy and delivery complicated by pneumonia 
with uneventful recoveries on sulfapyridine. 
The remarkable regularity of the clinical re- 
sponse and the great reduction in the mortality 
rate are effectively convincing. 


Summary and Conclusions: 


1. The present methods of study of the pneu- 
monia patient should be carefully continued. 


appreciably lower than the series in which rabbit 
serum was used. This is particularly true of the 
bacteremic series. 

4, Toxic reactions do occur from the use of 
sulfapyridine. However, these respond usually 
to proper management. 

5. The nausea and vomiting attendant upon 
oral administration may seriously interfere with 
sulfapyridine therapy. 
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Sputum typing and blood cultures should be 
supplemented by complete blood counts and uri- 
nalysis. Repetition of this laboratory investiga- 
tion is necessary where sulfapyridine is used. 
The laboratory studies are particularly essential 
where sulfapyridine must be discontinued, where 
contraindications exist, or toxic reactions ensue. 

2. The clinical response is definitely satisfac- 
tory. 

3. The mortality rate is greatly reduced when 
compared to the control series. In fact, it is 
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CHAIRMAN’S ADDRESS, SECTION ON 
EYE, EAR, NOSE AND THROAT 


Frank W. Broprick, M. D. 
STERLING, ILLINOIS 


While this is the one hundredth anniversary 
of the Illinois State Medical Society, it was not 
until 1912 that we were organized as a separate 
section. Prior to that year we were included in 
Section Two, of Surgery, Surgical Specialties 
and Obstetrics. 

Reviewing the official programs as published 
in the Journal for many years, there is a notice- 
able lack of papers from our section. At the 
1909 meeting in Quincy thirty-eight scientific 
papers were presented, but not one related to 
either eye, ear, nose or throat. 

At Danville in 1910 we had three out of thirty- 
three papers. At Aurora in 1911 we had one put 
of thirty-three scientific papers presented. 

In the Index of the Journal January to June, 
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1912, is a list of 23 articles on ophthalmology, 
7 otology and 2 nose and nasopharynx or a total 
of thirty-two articles, but all presented at some 
other meeting than the state society. 

The Springfield meeting in 1912 publishes the 
Eye, Ear, Nose and Throat Section program, 
and says: 

“This section has been fully organized and 
begins its work with a banqeut on Tuesday eve- 
ning, May 21, in the Sun Parlors of new Leland 
Hotel, Springfield. 

“The plan is to organize the section during the 
dinner. Wednesday will be devoted to the scien- 
tific program, and Thursday will be given over 
to clinics held at St. John’s and Springfield 
Hospitals. 

“It is anticipated that many specialist in this 
line will attend the banquet and of course all 
members of the profession will be welcomed to 
the scientific program and the clinics to follow. 
It is evident that the time has come to recognize 
the specialists more fully in the work of the State 
Society, and we believe that this move will be 
very profitable and popular.” 

Willis O. Nance was elected Chairman and 

Geo. F. Suker, Secretary. The men present at 
the organization meeting have been loyal by their 
attendance and their contributions to the pro- 
grams. We may be justly proud of the members 
of this section who have won praise and recogni- 
tion by their work and contributions to science 
and progress. 

It is of vast importanec that any member of 
any profession belong to and attend meetings 


‘conducted by that profession so as to make con- 


tact with other members, keep himself informed 
as to what changes are taking place, and what 
other members are accomplishing. One should 
attend both to derive knowledge from others and 
to contribute whatsoever he can from his own 
experience. 

These are facts which it should not be neces- 
sary to call attention to, but when one realizes 
the number of men in our own profession who 
take no part in local societies or in any state or 
national organization, then one feels that too 
much cannot be said on the subject and an occa- 
sional reminder is pertinent. 

It is a sad reflection, but nevertheless true, 
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that only a very small proportion of the real 
scientific work of our section emanates from those 
living outside of the larger cities. Medical litera- 
ture suffers most from those good observers who 
cannot or will not write, and from those poor 
observers who are always writing. Good scien- 
tific work can only be done by men who make 
careful and complete notes of their cases; this 
habit should be cultvated at the bedside, the 
clinic and in the office, for it is one of the most 
valuable aids to clinical study ; it makes one form 
a habit of thoroughness in examining cases; it 
teaches him what to look for, it brings before his 
mind each factor of a case in orderly succession ; 
the memory is strengthened and the mind de- 
veloped by this habit of carefully reflecting upon 
every feature of a case. After a reasonable length 
of time he finds that he has accumulated a rich 
store of statistics, facts, original observations and 
effects of treatment, from which he can abstract 
and contribute excellent and interesting articles 
to the medical literature. Carefully recorded 
observations are valuable, but general and vague 
impressions of unassisted memory are usually 
worthless. 

To be a member of any profession one should 
be conscious of two great ends to be achieved: 
first, an ideal of satisfaction in his own knowl- 
edge and ability; and second, an ideal of service 
which he may render to those who rely on his 
judgment and skill. Anyone preparing himself 
for a professional career should desire to know 
and understand as many facts and to acquire 
as much knowledge in his profession as his innate 
ability provides. No man will admit that his 
native ability is inferior to another’s even though 
he must admit another’s superiority in accom- 
plishment and renown. Then what is the secret 
of the success and progress of some and the evi- 
dent failure of others? 

Everyone recognizes this truth—that progress 
in any trade or profession has been dependent 
on facts, observations, and conclusions communi- 
cated by master to apprentice, and recorded for 
future generations; each generation building on 
the foundation work of former generations. The 
advancement of facilities for the exchange and 
interchange of facts, information, knowledge and 
truth, and the proper use of these facilities, is 
in direct relationship to the advancement of the 
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profession. Those facilities have been provided 
and are steadily being improved. 

Far seeing and intelligent members of the 
medical profession have realized, to the ultimate 
advantage of all, that the school is not enough. 
They have realized that the man who has begun 
the practice of medicine needs to be kept in 
touch, needs to go on learning of the improve- 
ments being made every day of new ideas and 
new methods being applied. 

With this truth in mind, societies have been 
formed through which new ideas and new knowl- 
edge may be transmitted to those who spend most 
of their time in offices and have little time for 
study. 

By association, man is given greater power for 
growth. He, like a child, learns from contact, 
and his power to develop is fed by ideas and 
lessons received from those whose knowledge and 
experience is greater than his own. If he scorns 
these associations he loses many opportunities 
for growth, and soon deteriorates both mentally 
and professionally. However, if he takes advan- 
tage of associations and keeps an open and atten- 
tive mind, he begins to learn new facts and 
acquires now ideas which form a basis for his 
own experiments. He develops his brain, his 
ambition is stimulated, and he is of more service 
by his association and work with others. 

Thus he finds a certain degree of satisfaction 
with himself and begins to see clearly and un- 
selfishly how he can contribute his knowledge 
and professional ability to humanity. 

A professional man should realize that the dis- 
charge of his knowledge to those who depend 
upon him presents obligations of a moral nature, 
to guarantee faithfulness where one seeking his 
services is unable to judge as to the service ren- 
dered. The highest professional ethics demand 
that new discoveries and new processes be given 
to the world for the use of all who may benefit 
thereby, and one who makes no attempt to 
acquire knowledge of the latest and best in his 
profession has no right to give to those who 
seek his services—that which is not the best the 
profession has to offer. 

To those who would keep pace with the prog- 
ress being made in our profession, let’s take every 
advantage offered through our local, state and 
national societies. 

Never before has it been so necessary that we 
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medical men should be united. What I say is, 
let our voices always be lifted together for the 
cause of human progress and the advance of 
civilization ; and take my word for it, if that can 
always be followed, law and order and peace and 
freedom—-which are the wants of the American 
Medical Association—will prevail and the cause 
of humanity will be far advanced. 

Illinois has over eight hundred men precticing 
one or more of the specialties of this s+ction. 
Meetings of this kind afford a splendid oppor- 
tunity for the renewal of old friendships and the 
promotion of new ones. Here we can discuss and 
solve the various problems that beset us from 
time to time in our individual and group en- 
deavor. This may give us a new grip on the 
life ahead, and send us back to our routine prac- 
tice with a glow in our hearts and a little more 
zest for our daily occupation. 

We are living in an age of progress. Perhaps 
there has been more progress made within the 
past history of our lives than has ever taken 
place in the history of the world. Some of us 
have seen the passing of the old horse and buggy, 
being replaced by the automobile. We have seen 
the winged busses of the sea giving place to 
modern palaces of travel across the ocean. We 
have seen the airplane come into play. We have 
seen the radio which has brought the ends of the 
earth together within a fraction of a second. 
But with all the things going on in the world 
today, Medicine is also paralleling the progress 
of material things and we are going side by side 
with progress and are developing in our midst 
great, fine splendid minds that can go shoulder 
to shoulder with men of industry and men of 
other professions, a fact of which we may all be 
proud. We have definite purposes and ideals. 
We have visions of accomplishments; and vision 
has ever been the guiding star of mankind. 
Throughout history it has always been the man 
of vision who has led. No progress has ever been 
made without it, and a nation’s greatest assets 
are its men of vision. On the roster of our sec- 
tion are the names of men who have by their 
contributions and work become nationally and 
internationally well known. 

The medical profession is the only body solely 
responsible for the acquisition and dissemination 
of medical and surgical information. Its most 
valuable asset is the constantly accumulating 
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fund of knowledge stored in the minds and the 
literature of its members. This knowledge is 
made freely available to its members and to the 
public and while possessing definite and concrete 
value it deos not fit into the capitalistic concept 
of economics. It is interesting to note that ex- 
clusive of the various units comprising the 
American Medical Association there are approxi- 
mately 300 medical societies in the country, indi- 
cating the sincerity and earnestness of the medi- 
cal profession in keeping abreast of the ever- 
changing wedge of current medical knowledge. 
There are many physicians, good and true, who 
should be in the ranks of organized medicine, 
helping by word and action to defend the just 
causes of organized medicine against the en- 
croachment of those insidious forces constantly 
active, and which are gaining momentum. 
Nefarious political control of our profession 
will eventually yoke every medical man and 
woman to the slavery of socialistic communal or 
state medicine. He will become a doctor assigned 
to care for the surgical and medical needs of a 
fixed number of the citizenry of a state at a 
nominal retainer with no regard for individual 
worth or efficiency, a medical automaton. 
United one hundred per cent. for their com- 
mon cause doctors can demand and secure just 
rights; whereas luke-warm, half-hearted, fac- 
tional attempts to maintain individualism against 
constantly growing ill advised politicalized 
powers will most certainly doom both members 
and non-members to a routine of medical and 
surgical activities wholly devoid of individualism 
and idealism. If you work in a profession, work 
for it; if you live by a profession, live for it. 
We hear a gerat deal nowadays about “salvag- 
ing civilization.” Few are agreed as to how it 
is to be done, but certainly it is impossible to 
imagine any civilization in whch the discoveries 
of medical science will not be incorporated. No 
matter what sort of a banking or economic or 
social system is established, men are not going 
on without using the knowledge of the circula- 
tion of the blood, of the bacterial cause of infec- 
tion, of aseptic surgery, of the obstetrical for- 
ceps, of the action of anesthetic drugs, of the 
uses of opium, digitalis, mercury and the prin- 
ciples of refraction of the eyes. Whatever else 
is “salvaged,” these certainly will be saved. They 
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will, in the noble phrase of Keats: “Never pass 
into nothingness.” 

What of medicines’ future? Scientific prophe- 
cies are notoriously dangerous. Benjamin Brodie, 
you remember, was announcing that men would 
never find a satisfactory agent for surgical anes- 
thesia at the very moment that the boat with the 
news of ether was on the way to England. Samuel 
Gross said that surgery had reached the limit 
of its possibilities and he had never removed an 
appendix. Similar pronouncements have been 
heard recently from surgeons. They seem to have 
a way of ‘being pronounced just when a great 
burst of progress is imminent. The only safe 
prediction is that there is no limit to the accom- 
plishments possible. 

To my own medical section | would personally 
say: The truly professional man guards jealously 
his reputation. It would be a reflection on him 
if he referred his patients and his friends to 
another who was less ethical or less competent 
than he, or whose office was in surroundings less 
desirable than his. In the reference of patients 
to others, be guided by the welfare and best in- 
terests of the patient alone. If we want the 
cooperation and respect of the public, then let 
us maintain the highest ideals. The Golden Rule 
is not so fashionable but is practical, and “He 
profits most who serves the best.” 

The public requires eye, ear, nose and throat 
care, and if we do not supply this need by fur- 
nishing the proper type of men, the other type 
will be the ones who serve. The higher the per- 
centage of ethical practitioners, the fewer prob- 
lems we will have individually. 

Some of the elements of success are: Knowl- 
edge, the opportunity, and ability to serve, a 
grasp and love of ones’ calling, an adequate 
financial return, and the gratification that comes 
from the knowledge of a job well done. As the 
level of success goes up, inefficiency goes down ; 
as ethics go up commercialism goes down. 

Let us always remember that coming together 
is a beginning ; keeping together is progress; and 
working together means loyalty and success. A 
house divided cannot stand. Its enemies seek 
to make divisions so they may enter. Let us 
present a strong undaunted front and follow 
organized medicine to victory. I appreciate your 
kind attention to my humble but sincere words— 
reject the false, examine the doubtful, and accept 
the true. 
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EARLY GLAUCOMA 
VireiL Wescott, M. D. 
CHICAGO 

The difficulty in evaluating and understand- 
ing the various elements that play such a large 
part in the production of early glaucoma——as 
seen from a review of the physiology of a human 
eye, the control and mechanism of its various 
structures, and the physiochemistry of a human 
being in géneral—is the existence of too many 
factors entering into the regulation and manifes- 
tation of a situation, which in its etiological 
components, numerous as they may be, produce 
a poorly understood syndrome which we call 
glaucoma. While Priestly Smith aptly says that 
this disease is “an excess of pressure within the 
eye, plus the causes and consequences of that 
pressure,” it is possible to have high pres- 
sure and no other symptoms of glaucoma or low 
pressure with all the symptoms of glaucoma but 
the very one upon which so much stress has been 
placed. Glaucoma is probably not one disease, 
but many. Certainly it can be said that the 
name signifies pathology in an eye of a patient 
who is suffering from some difficulty which has 
an association with some mischief elsewhere in 
the body. Therein lies the answer and not 
in miotics or surgery, helpful as they have been 
in the past in sight saving, and in comfort for 
the patient, and will continue to be in the future. 

The research which has been expended on this 
disease in all parts of the world as to its etiology 
and its pathology, to say nothing about the min- 
utest study of various symptoms and methods of 
treatment, is simply colossal, and yet some fac- 
tors in the changes from the normal condi- 
tion have been overlooked. The recent study of 
the function of the capillary epithelium of the 
smaller blood vessels in the eye, the escape of 
fluid through the permeability of the peripheral 
cornea and the effects of splenic extract open a 
door. 

In early glaucoma those symptoms so easily 
recognizable in the later stages are absent—pain, 
diminution of vision, rainbow colors, external 
congestion, very high tension, marked excavation 
of the disc, and peripheral field changes and 
scotomata are not to be found. However the 
symptoms come on in such an insidious man- 


Read before Section on Eye, Ear, Nose, Throat of Illinois 
State Medical Society, May 21, 1940, at Peoria. 








318 ILLINOIS MEDICAL JOURNAL 


ner that it is only when visual function is mark- 
edly impaired that most patients come for ex- 
amination. ‘This unconsciousness on the part 
of the patient of any disfunction which has 
come on so gradually, or the attributing of any 
such noted symptoms to senile changes is often 
an outstanding characteristic. Such a patient 
may feel that the time has come for the wearing 
of glasses or for a change in those already worn. 
Distant objects, even if numerically normal vision 
is present, appear as if looked at through a cloud 
of smoke, and near objects, as newspaper print, 
require an ever requested, increasingly stronger 
glass and a desire for greater illumination. The 
actual normal acuity of vision may not be lost 
but the sharpness of definition may. Headaches 
appearing in the morning hours or after a short 
stay in a dark room are significant. A family 
history of eye disease and especially of glaucoma 
is important. 

For many years the tension of an eye, whether 
within, below or above normal limits, has been 
taken in conjunction with other findings as an 
indication of its condition. The normal eye shows 
very little variation from hour to hour or frem 
day to day, although the tension may be slightly 
higher in the morning than it is in the evening. 
In early glaucoma there are variations when 
taken at four hour periods and on successive 
days, probably reaching the greatest height be- 
tween five and seven A. M. It is best therefore 
not to depend on one reading once daily, but 
rather on an early morning and evening record- 
ing. There are daily and yearly variations in 
the tension which steadily but slowly rises until 
a pathological point is reached. 

Changes in tension which are prone to occur 
in glaucomatous eyes under certain circumstances 
do not manifest themselves in normal eyes. After 
drinking a cup of very strong coffee the tension 
does not rise in a normal eye, but does in the 
eye suffering from glaucoma. Production of 
venous congestion by constriction about the neck 
or lowering the head will show a rise of a few 
points. Pressure on a normal eye causes a re- 
duction in tension and return to normal in a 
short time, but in the glaucomatous eye if the 
tension falls, it will return quickly and if ele- 
vated will not return for a longer time. After 
sitting in a dark room for an hour there will be 
a marked rise with a marked fall when the eyes 


are again exposed to a bright light. One drop of 
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a weak solution of epinephrine will cause a dila- 
tation of the pupil. 

Unfortunately for us and for the patient there 
are no objective signs of early glaucoma. There 
is no congestion of the superficial vessels, the 
cornea is clear, the iris and condition of the 
pupillary situation are quite normal. Because 
of the age period opacities of the lens are to be 
expected. For the same reason fine pigment dust 
may be found on the posterior surface of the 
cornea and the anterior surface of the lens. If 
an excessive amount of this pigment were to 
accumulate in the angle, the trabeculae and in 
Schlemm’s canal, then this disturbance might 
account for a rise in tension. There is no marked 
cupping, but a broad shaliow cup usually of good 
color may need careful watching. The cup may 
develop slowly in the presence of high tension 
and rapidly with low tension. 

When one of our distinguished confreres was 
asked to write a paper for publication on the 
subject of the medical treatment of glaucoma, he 
complied but stated frankly that he wanted it 
distinctly understood that with very few and 
rare exceptions, he felt that all cases of glaucoma 
should be operated on. The man who does not 
operate in these cases puts himself and, what 
is more important, his patient, in a most precari- 
ous position, for if the pendulum ever did swing 
toward medical treatment it has most certainly 
swung most definitely now to the operative side. 

Good central vision is likely to remain in 
many cases until the end of the epoch or in 
death, and is never to be a criterion of the dis- 
ease. The changes in central vision may often 
be corrected by a change in the lenses and these 
changes have long been noted as a part of the 
picture of the disease. 

One of the most interesting diagnostic pro- 
cedures we initiate is the study of the peripheral 
vision and the investigation of the central and 
paracentral area. This element consumes time 
and some equanimity, but is fascinating, inter- 
esting and of vast importance in the study of any 
ocular or cerebral disease. 

In the matter of diagnosis and in the evalua- 
tion of treatment, the perimeter and tangent 
screen are essential and probably nowhere else to 
a greater extent than in an accurate and pains- 
taking study of glaucoma. If it were given to us 
to see cases of very early glaucoma, we would 
and could make the diagnosis of its incipiency 
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by studies of the peripheral and paracentral 
fields. The first changes are of course physiolog- 
ical and by the time some interference with the 
nerve cells or nerve fibres has taken place with 
the attendant changes in function, a lesion is 
too far advanced to say that it is anything but 
pathological. Thus small test objects are neces- 
sary to demonstrate the boundary between nor- 
mally and subnormally functioning tissue. In 
slowly developing lesions the disproportion be- 
tween the defects for colors and white test ob- 
jects is less than in rapidly progressing disease. 
Thus in early glaucoma central vision is usually 
good and if there are any peripheral or para- 
central changes the fields for small white test 
objects and small color test objects are relatively 
the same. 

If we are ever to master this disease it is to 
be first by its early recognition and treatment 
and secondly, by a painstaking study of the in- 
dividual who comes to us because of some symp- 
toms that are real and if inquired into with quiet 
understanding reveal all the elements of a be- 


ginning tragedy. 
DISCUSSION 


Dr. W. A. McNichols, Dixon: I wish to con- 
gratulate Doctor Wescott on his excellent presentation 
of the prodromal symptoms of early glaucoma. The 
constant review of these symptoms is a reminder to 
all of us to be constantly on the alert for this dreaded 
disease. 

Glaucoma can be best handled if recognized early. 
Early glaucoma can only be recognized by the eternal 
vigilance of the ophthalmologist. In spite of much 
study little is known of the etiology of glaucoma. Just 
what causes the pathologic changes in the canal of 
Schlemm is not known. High blood pressure fre- 
quently is present in those patients who have the 
acute fulminating forms of glaucoma, but in the chronic 
forms those patients are very likely to be free of 
vascular disease. 

In the early forms of glaucoma the usual warning 
symptoms are absent. Their only complaint is usually 
difficulty in reading necessitating the frequent changing 
of the reading segment. At this time the eye physician 
is frequently able to map out blind spots and other 
losses in the visual field. When a patient has losses 
in the visual field they usually have some degree of 
increased intraocular tension. 

The tonometer, if used frequently, will give posi- 
tive proof of an elevation of tension if it is present. 
The ophthalmascope is of no value in early, simple 
glaucoma except to rule out other conditions. 

There are other cases in which patients have an 
apparently acute attack of glaucoma which comes on 
suddenly and the tension rises suddenly and may go 
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down the same way. There is a disturbance of sight 
and usually headaches. If there is no positive evidence 
of glaucoma in these patients when seen in my office, 
they are given pilocarpine to instill in the offending 
eye during the acute attack. If they get immediate 
and prompt relief they are given drops to be used 
once daily. I have had two such cases which developed 
positive glaucoma in spite of such prophylactic measures. 

There is no absolute way of telling which eye will 
respond to miotics and which needs to be operated on 
without the trial and error method. Nearly every 
patient wants the drops tried first, but, undoubtedly, 
operation gives the best results in the majority of 
cases. Until Von Graefe discovered the curative action 
of iridectomy, glaucoma passed for an incurable dis- 
ease. Many other methods for operating on glaucoma 
have been developed, none of which, however, is able 
to displace iridectomy. 

I fully realize that my remarks are a repetition of 
what Dr. Wescott has so aptly stated but these points 
are so important that we must keep on repeating them 
and thinking of them. 

Dr. Virgil Wescott, Chicago (closing): The me- 
chanics of tonometry have always irritated me terribly. 
I do not think I use the instruments very well. I do 
not believe I have been able to rely on them as much 
as I should. I have spent more time taking fields, 
both peripheral and central scotomata, and have de- 
pended on them more than on the use of the tonometer. 

The number of operations that have been devised 
for this condition is an indication of the unsatisfac- 
tory feeling we have about it. Surgery and miotics are 
not the answer, but we are helpless and certainly we 
must do something for these people. If miotics will 
help—fine ; if not, then we must resort to surgery. 





THE USE OF THE NEWER INSULINS 
T. D. Masters, M.D., F.A.C.P. 


SPRINGFIELD, ILLINOIS 


The successful retardation of the action of 
insulin by combination with protamine and zinc 
introduced a new era in the treatment of dia- 
betes. Four years of intensive experimental and 
extensive clinical use have lapsed since Hage- 
dorn’s original article. Nearly two years have 
passed since zinc insulin crystals were made avail- 
able by Sahyun. These newer insulins provided 
a tremendous stimulus to the already voluminous 
literature on insulin, but in this short time some 
of the original concepts of these insulins have 
been altered and their use has presented new 
problems and resulted in some changes in dia- 
betic management. On this basis a discussion 
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of the use of the newer insulins appears to be 
justified. 

The early amorphous insulin of Banting un- 
derwent gradually increasing purification as im- 
proved methods of extraction were developed. 
With greater purification the duration of the 
insulin effect was slightly shortened. In 1925 
when Abel succeeded in isolating the active prin- 
ciple as a crystalline, chemical entity it was 
assumed that this pure material would have an 
undesirably brief effect. Only small quantities 
were used clinically in a few cases of allergy. It 
was chiefly of interest as a basis for an interna- 
tional standard. Sahyun noticed that the solu- 
bility of zinc insulin crystals was somewhat less 
than amorphous insulin at pH of 6. and believed 
that this should result in a prolonged effect. 
The original clinical reports seemed to verify 
this theory and, in fact, it was claimed that the 
duration of the action of zine insulin crystals was 
comparable with protamine zine insulin. Sub- 
sequent and better controlled studies, as well as 
clinical experience, have shown that there is no 
significant difference between the actions of zinc 
insulin crystals and amorphous insulir. Both 
initiate their effect at the same rate and although 
the duration of effect is slightly prolonged, on 
the average, with the solution of zinc insulin 
crystals, the difference is too slight to be of clin- 
ical importance. While insulin of the crystalline 
type is desirable from the standpoint of its pur- 
ity, the physiological effect is not different from 
the amorphous insulin and the indications for 
its use are identical. Many believe that the so- 
lution of zine insulin crystals should completely 
supplant the older amorphous preparations, the 
advantage resting solely in its greater purity. 
These readily soluble insulins are desirable in 
situations calling for a prompt and rapid effect. 
They must be used in the treatment of acid in- 
toxication. They are indispensable in controll- 
ing diabetes complicated by infection. In the 
pre- and postoperative management of diabetics, 
the adaptability of the shorter-acting insulins 
makes possible a more “tailor-made” type of con- 
trol. The prompt effect is required to cover 
glucose administered parenterally. For continu- 
ous daily usage, except to supplement protamine 
zine insulin, only two or three per cent. of all 
diabetics need use the amorphous or crystalline 
zine insulins. 

Protamine zine insulin, being relatively in- 
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soluble at the pH of the body, is absorbed 


slowly, exerts its effect after a period of three 
to four hours and continues to be liberated at 
a rate of from two to three per cent. per hour 
for from 48 to 62 hours. 

An important distinction must be observed be- 
tween the supply of protamine zine insulin 
throughout the twenty-four hours and the avail- 
ability of insulin from a normal pancreas. The 
subcutaneous depot of protamine zine insulin 
liberates insulin at a constant rate and without 
regard for physicological variations in require- 
ment. Despite this, experience has shown that 
from thirty to forty per cent. of diabetics may 
be satisfactorily controlled on a single dose of 
protamine zinc insulin. However, this group is 
comprised of middle-aged, obese and relatively 
mild diabetics. 

Concerning the standard of satisfactory con- 
trol, the use of protamine zinc insulin has in- 
jected a most disconcerting problem. Does ade- 
quate control demand normal blood sugars 
throughout the day or may the term be stretched 
to mean simply the avoidance of ketonuria? In 
evaluating this problem a differentiation has 
been made between the postprandial glycosuria 
and that which occurs during the night. The 
latter which is derived from glycogen stores and 
endogenous protein is assumed to be more signifi- 
cant than the hyperglycemia derived from the 
exogenous food supply. While the transient flood- 
ing with exogenous sugar may be less harmful 
than the failure to metabolize endogenous glyco- 
gen, it seems reasonable to insist. that the full 
objective of the treatment should not be limited 
by the restrictions imposed through the un- 
physiological effect of protamine zine insulin but 
rather an attempt should always be made to imi- 
tate normal physiology. A significant glycosuria 
may become the habit and the effects of dehydra- 
tion and chloride loss may outweigh any advan- 
tage to be gained from the single dose of prota- 
mine zinc insulin. 

The prevention of acetonuria and protein 
wastage may ultimately be shown to be sufficient 
to stop the degenerative changes which charac- 
terize diabetes, but until persistent hypergly- 
cemia and glycosuria can be absolutely divorced 
from any harmful effect, adequate control must 
be interpreted to mean normal blood sugar levels 
and, of course, the control of the melituria. 

Clinical experience seems to confirm the point 
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of view that the control of the gradually increas- 
ing nocturnal hyperglycemia is of the utmost 
importance and is the great advantage of pro- 
tamine zinc insulin. Attempts to control post- 
prandial glycosuria with this insulin will usually 
result in severe hypoglycemic reactions dur- 
ing the night. The dosage of protamine zinc 
insulin must be based upon the level of the blood 
sugar or the degree of glycosuria after a night’s 
fasting and twenty-four hours after the adminis- 
tration of the insulin. 

With the dose of protamine zine insulin so 
established, persistent postprandial glycosuria 
may be controlled by several dietary adjustments. 
The most satisfactory diet rarely exceeds 200 
gm. of available glucose per day with the carbo- 
hydrate distributed in proportions of 1/5, 2/5 
and 2/5 at the three meals. Further assistance 
may be gained by lengthening the intervals be- 
tween meals or by giving five or six smaller meals 
in order that the peaks of carbohydrate intake 
may be supplanted by a flatter plateau. Em- 
ploying a diet higher in protein and fat with 
slower absorption and conversion into glucose 
accomplishes the same end. A small bedtime 
feeding will often check the nocturnal hypogly- 
cemia and permit the use of a larger dose of pro- 
tamine zine insulin capable of covering the 
diurnal carbohydrate intake. 

When these dietary methods fail to prevent 
postprandial hyperglycemia or fasting hypogly- 
cemia, and this is practically always the case 
in moderately severe diabetes, the morning dose 
of protamine zinc insulin should be augmented 
with zine insulin crystals. The supplementary 
use of the more labile insulin deprives the pa- 
tient of the advantage conferred by a single in- 
jection but since it is given at the same time the 
inconvenience is relatively slight. Approximately 
forty-five per cent. of all diabetics are best man- 
aged on a combination of protamine and crystal- 
line insulins and the proportions are, on an av- 
erage, approximately 33 per cent. of the soluble 
insulin to 66 per cent. of the protamine. In this 
manner normal physiology is more closely simu- 
lated with the two insulins combining to cover 
the period of carbohydrate intake, and the grad- 
ually absorbed protamine insulin carrying 
through the fasting period and preventing pro- 
tein catabolism and the loss of endogenous glu- 
cose. Falta has recommended that the soluble 
insulin be given not before breakfast, at the time 
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the protamine zinc insulin is administered, but 
rather before the noon meal. In the_ instance 
of a few young adults this procedure has been 
useful in obviating hypoglycemic reactions in 
the late morning and at the same time lending 
better control of the postprandial glycosuria. 
With diabetic children it is sometimes necessary 
to supplement the protamine insulin with two or 
even three doses of soluble insulin in order to 
prevent the rapid and extreme oscillations be- 
tween hyper- and hypoglycemia. 

Recently protamine zine and the soluble in- 
sulins have been given after mixing them in the 
same syringe with the object of avoiding a sec- 
ond injection. Clinically this pro cdure is often 
satisfactory especially with mild or moderate 
diabetes. However, the excess of protamine in 
commercial protamine zine insulin will rapidly 
precipitate the soluble insulin and thus tend to 
retard the effect of the mixture. In rather deli- 
cate balance with this generally retarding effect 
is the fact that the soluble insulins have a low 
pH (solution of zine insulin crystals have an 
acidity of about pH 2.8; the pH of amorphous 
insulin is about 3.5 and of protamine zinc in- 
sulin from 7.0 to 7.2) and the effect of the final 
mixture of the two insulins on blood sugar is 
considerably shortened. This alteration of acid- 
ity permits an unpredictable amount of free in- 
sulin in solution and this amount depends upon 
the proportions of the two insulins employed in 
the mixture. The prolonged effect of the pro- 
tamine zinc insulin results from the shift of the 
acidity to neutrality at which level the precipi- 
tation of insulin occurs. 

Since these two complex actions work in op- 
posite directions and so many variables enter 
the picture, a clinical trial seemed to be the best 
method of deciding upon the advisability of mix- 
ing the two types of insulin. Accordingly the 
following experiment was carried out. Two 
young adults with severe diabetes were used as 
subjects in order that the total insulin dosage 
would be high enough to exaggerate any distinc- 
tion that would be found. A preliminary period 
of control on amorphous insulin was maintained 
in order to rule out the cumulative effect of 
protamine zinc insulin. In both cases the in- 
sulin dosage totalled 60 units, 20 units of which 
was soluble and the remainder protamine zinc 
insulin. In one case the soluble insulin was of 
the amorphous type and in the other, the solu- 
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tion of sinc insulin crystals was used. The two 
insulins were given separately until equilibrium 
had been established on the basis of a constant 
small glycosuria. 

A series of blood sugars were then taken 
throughout the day. The two insulins were then 
mixed in the same syringe and after at least 
three days to allow for adjustment, a second 
series of blood sugars was taken at the same 
time. Following this protamine zinc insulin was 
used exclusively and in the same total dosage 
and a comparable series of blood sugars deter- 
mined. Blood sugar curves were then plotted 
for each series. The results so obtained showed 
that the mixture of the two insulins resulted in 
curves that closely approached the ones obtained 
with the protamine zinc insulin alone. The ad- 
ministration of the two insulins separately in 
both instances produced curves in which the 
prompt effect of the soluble insulin could be 
easily detected as well as the prolonged action of 
the protamine. The result was a flatter curve 
in both instances. This type of experiment shows 
that in the proportions of one part soluble to 
two parts protamine zinc insulin the mixture is 
not advisable. Employing equal parts of the 
two insulins might alter the results in favor of 
the mixture but since the dosage of the prota- 
mine is based on the morning glycosuria, and 
that of the soluble insulin on the level of glyco- 
suria present in the evening, variation in the 
proportion of the two insulins might alter the 
total effect and result in constantly fluctuating 
blood sugars. 

The cumulative effect of PZI has been demon- 
strated repeatedly but often the clinical signifi- 
cance of this is overlooked. A delay of three 
or four days between alterations in diet or in- 
sulin dosage must be allowed in order that the 
“physiological adjustment” may take place be- 
fore a new order is established. The several 
mathematical methods designed to determine in- 
sulin dosage are too greatly handicapped by the 
large number of variables and unknown quanti- 
ties that enter the picture. The so-called “edu- 
cated guess” based on experience in handling a 
large diabetic service remains the most satisfac- 
tory solution to the problem of gauging insulin 
dosages. 

The increasing purity of amorphous insulin 
has reduced the incidence of allergic reactions 
and zinc insulin crystals appear to give rise to 
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even fewer local reactions. There is some doubt 
that insulin itself is ever responsible for allergic 
reactions, but evidence is increasing that it is a 
pure protein. No protamines are known to have 
antigenic properties but about 15 per cent. of 
cases receiving PZI have local reactions at the 
site of injection. This has been explained as 
the result of the more prolonged action of the 
antigen (insulin contaminants) as a result of 
its slower absorption from the poorly soluble 
state. Continued use of the insulin usually re- 
sults in a diminution in sensitivity. Only a few 
cases of severe anaphalactic reaction have been 
reported and these were desensitized by gradually 
increasing intradermal doses. 

Hypoglycemic reactions produced by zine in- 
sulin crystals are associated with symptoms com- 
parable to those produced by amorphous insulin. 
The amount of glucose required to antidote the 
crystalline insulin hypoglycemic reaction is apt 
to be somewhat greater, however. Much has 
been said about the infrequency and benignity 
of protamine zinc insulin reactions. This point 
of view evolves from the fact that the symptoms 
are less distinct and often not recognized. The 
fall of the blood sugar being more gradual, dra- 
matic symptoms often do not occur until the 
blood sugar is less than 25-30 mg. per cent. The 
insidious onset of hypoglycemic reactions in- 
duced by PZI is one of the chief reasons for 
contradicting this rather widespread opinion. 
Also the symptoms of this type of reaction dif- 
fer: sleeplessness, a dull headache especially in 
the morning, fatigue, nausea, emotional and 
psychic disturbances are the prominent early 
signs. Several deaths have resulted from over- 
dosage of protamine usually in an unwise at- 
tempt to correct a postprandial glycosuria. 
Unusually large amounts of glucose are often re- 
quired to relieve PZI reactions, and this sugar 
must be administered over a period of several 
hours in some instances because the continued 
absorption from the insulin depot tends to main- 
tain or establish the hypoglycemic state. 

Many other modified insulins have been sug- 
gested and some of these are now undergoing 
clinical study. Certain amines, histones and 
other substances in combination with zinc will 
increase the effectiveness of insulin. Protamine 
zine insulin combined with glycerin and ren- 
dered slightly acid promises to provide a tem- 
porary increased effect and later the gradual ab- 
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sorption that characterizes the retarded insulin. 
To date no single insulin has been developed 
capable of controlling the difficult cases or all 
situations. 

SUMMARY 


The solution of zinc insulin crystals possesses 
a physiological action clinically similar to amor- 
phous insulin. On the basis of its purity alone 
this preparation is to be preferred when the use 
of a soluble insulin is indicated. The prolonged 
action of protamine zinc insulin supplying a 
constant quantity of insulin both day and night 
improves the control of mild and moderate dia- 
betes by preventing nocturnal hyperglycemia and 
protein wastage. Although there is a sugges- 
tion that postprandial hyperglycemia is not 
harmful as long as ketonuria is avoided, the 
standard of diabetic therapy must not be altered 
but should continue to include the re-establish- 
ment of an entirely normal physiological state. 
While protamine zinc insulin has improved the 
possibilities of diabetic management, it has not 
in any sense simplified the treatment, although, 
unfortunately, poor therapy may be more readily 
masked. Hypoglycemic reactions produced by 
protamine zinc insulin are apt to be severe and 
serious and, for this reason, this type of insulin 
should not be employed to control postprandial 
hyperglycemia. 

Approximately forty-five per cent. of all dia- 
betics require the use of both protamine zinc and 
soluble insulin for the most satisfactory control. 
It is suggested that better results are obtained, 
especially in severe diabetics, by administering 
these insulins separately rather than mixing 
them in the same syringe. 





DIAGNOSIS AND TREATMENT BY THE 
PROETZ METHOD 
H. L. Forp, M. D. 
CHAMPAIGN, M. D. 


To do justice to this topic one should be 
physicist, physiologist, anatomist, roentgenolo- 
gist, pathologist and discriminating clinician. 
Needless to say, IT lay no claim to such distine- 
tion, but rather it is in the role of an average 
rhinologist that I should like to review with you 
some of the facts pertinent to the subject of diag- 
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nosis and treatment of sinusitis with especial 
emphasis upon the Proetz method. 

James T. Case has said, “It is too much to ex- 
pect one man to be a specialist in all the branches 
of medicine in which roentgenology plays a part.” 
However, it is essential that the rhinologist 
should have a clear understanding of x-rays of 
sinus pathology. The roentgenologist is apt to 
make inaccurate diagnoses because he is not 
trained in para-nasal sinus pathology. His re- 
ports should note any abnormal changes in dens- 
ity, and having done this, he may suggest possi- 
bilities to account for such changes—but in the 
final analysis the diagnosis rests with the rhin- 
ologist. It therefore behooves us to familiarize 
ourselves with the many problems relating to 
roentgenography of the regions wherein we work. 

Dr. Frederick M. Law of the Manhattan Eye 
& Ear Infirmary and Dr. MacMillan of the Mas- 
sachusetts Eye & Ear Infirmary are two excellent 
teachers in this field. Both have written consid- 
erably and given graciously of their time for in- 
struction courses before the Academy. Dr. Law, 
author of probably our best text-book on the sub- 
ject, has repeatedly drawn our attention to the 
common errors in identification of cell structure 
and evaluation of pathologic changes. 

Through such instruction we have been taught 
to realize the importance of positioning and im- 
mobilization of patient, proper tube distance, 
stereoscopic study, the definite limitations of a 
nice black and white plate as taken with the 
Bucky diaphragm,—insofar as detail in patho- 
logic change is concerned ; and many other points 
of inestimable value. 

However, of late, particularly for those of us 
who have come to depend so much upon Proetz 
displacement in treatment, there has arisen the 
question of partial radiopaque filling and the 
growing realization that for myself at least, I 
may have been overlooking some very important 
fundamental facts, in reference to sinus anatomy, 
pathology, and not excepting physiology which 
may be gained by such a procedure. 

Having taken my own stereoscopic plates with 
a somewhat mobile unit consisting of upright 
tube stand, water cooled, fine focus tube, and 
General Electric mirror reflex cassette holder— 
I can readily appreciate the lack of the desire 
on the part of the average roentgenologist to 
equip his laboratory for the special immobile 
set-up required in upright sinus radiography— 








324 ILLINOIS MEDICAL JOURNAL 


which is absolutely essential to proper interpre- 
tation of partial radiopaque filling. 

The late Dr. Smythe of Boston once wrote that 
“the whole picture is before you on the radiogram 
waiting to be read.” If so, I feel that he must 
have been talking of the “sound movie” wherein 
the x-ray had the power to talk and a certain 
cell the power to say “present” when the roll of 
posterior ethmoids was taken. I personally en- 
counter all too numerous difficulties, particularly 
in orientation of posterior cell structure and 
evaluation of pathologic change in this region. 
Superimposition and inadequacies in ability to 
interpret clearly pathologic change in this area, 
will in following standard x-ray technique, even 
stereoscopically, mitigate against clear cut de- 
cisions in many cases. 

The Proetz technique I am sure most of you 
are familiar with—patient’s head back—exagger- 
ated supine position, ear and chin in a vertical 
plane, eight to ten ce of radiopaque oil of low 
viscosity as Brominol light-—two cc on either side 
using preferably an electric suction pump with 
180 mm Hg suction while the patient closes off 
the naso-pharynx by repeating “K.” All this to 
be done without any previous shrinking as there 
would result an “over-patency” of the ostium of 
a given sinus, resulting in increased drainage 
immediately after introduction and the “subse- 
quent turgescence would lead to an adventitious 
retention” of the fluid. As Proetz has so well 
pointed out—“the factors which determine en- 
trance of the fluid into the cell are suction, 
submersion of the ostium, patency of the ostium, 
and presence of air in the cell”—the first two 
can be readily controlled, and if filling fails to 
occur—the failure must be attributed to an ob- 
structed ostium, or absence of air in the cavity, 
due to polyposis or exudation. Objection could 
be made that an ostium was obstructed by an 
hypertrophied turbinate or a deviated septum, 
which is true, but this in itself, constitutes a 
pathologie condition which, after all, is the ob- 
ject of the search. 

Complete failure of one sinus to fill, generally 
suggests an impacted septal ridge, hypertrophied 
turbinate, polypi or exudation. When there is 
a complete non-filling or very minimal filling of 
all sinuses—allergy is suspected. Consequently, 
therefore, in answer to the frequently raised ques- 
tion—“does the non-acceptance of the radiopaque 
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oil signify that the sinus is diseased”—one may 
answer—“maybe yes and maybe no.” At any 
rate it shows us that the sinus did not fill, and 
if others in the neighborhood did fill well, we 
know that our technique was all right and we 
investigate clinically in this suspected locality 
for septal ridges, swollen turbinates, adhesions, 
ete. This usually is not done however, until the 
seventy-two hour re-check picture is made—at 
which time we try to evaluate the physiologic 
function by determining the relative amount left 
in the individual sinuses. If for example, the 
oil has not proportionately disappeared from the 
sinuses but shows evidence of being retained in 
one or more—the natural inference is that phy- 
siologic function is poor, and stagnation is fa- 
vored. By no other means, to my knowledge, 
are we able to obtain this information. 

Non-acceptance or delayed emptying time of 
the diagnostic solution should not be consid- 
ered as definite indication, per se, for surgery. 
As a matter of fact, Proetz feels that probably 
most of such cases respond to the therapeutic 
ephedrine saline displacements. For those that 
do not yield, surgical recourse may be had—vary- 
ing naturally with the cause and extent of path- 
ology present. 

As for x-ray technique—upright radiography 
is absolutely essential. One realizes this full 
well after even a hasty perusal of the Proetz text 
with its clear cut diagrams of the physical prin- 
ciples involved. Reduplication of standard tech- 
nical factors with the patient in the same posi- 
tion is necessary. Although one may take any 
desired position, Proetz recommends three in- 
itial pictures; the first, a modified Granger with 
the petrosa thrown at the level of upper orbital 
rims—the base line, from the naso-frontal suture 
through the external auditory meati, horizontal 
—x-ray beam horizontal and slightly caudal; 
the second, a true lateral; and, the third, a sub- 
mento-vertex view, or “ground-plan.” The lat- 
ter is usually, although not necessarily, the view 
chosen for the recheck, to observe emptying time. 

Topographically, radiopaque filling indicates 
and accentuates any discrepancies which may 
exist between the bony sinus wall and air cavity. 
Such discrepancies are called “filling defects.” 


Poor technique occasionally accounts for “false” - 


filling defects and, even with Proetz filling, over- 














October, 1940 


lapping of cell structure not infrequently makes 
for some difficulty in orientation of the posterior 
cell groups. 

In children, according to Proetz, the sinuses 
fill easily, due to patency of the ostia, and their 
comparatively large size. For the same reason, 
the emptying time is much reduced—sometimes 
to twenty-four hours. 

Fourteen years have passed since this proce- 
dure was first described. Since that time, the 
basic principles have remained the same—some 
variations in position having been suggested by 
various writers—as well as modified suction in- 
struments and in the therapeutic field, the use 
of various astringents, antiseptics, and anti-virus 
solutions. 

It is unquestionably in this, the field of thera- 
peutics, that the Proetz displacement has found 
its greatest appeal, and almost universal endorse- 
ment. In the light of recent studies, many of 
the procedures which we formerly employed in 
sinus treatment, are now known to retard rather 
than promote recovery. Ciliary movement and 
that all important mucous blanket continuously 
moving toward the pharynx at such a rate that 
it is renewed every half hour are no longer im- 
aginary concepts but definite physiologic factors 
to be considered. If duly appreciative of the 
significance of those noteworthy findings, we can 
no longer employ the Dowling packs, massive 
suction, stronger antiseptics, etc., with which we 
formerly so over-treated our patient. To that 
all important question of “ventilation and drain- 
age,” has been added another apparently equally 
as important, viz: moisture. Excessive drying, 
or excessive congestion lead to certain changes 
within the mucosa which tend to impair ciliary 
activity and interfere with the propulsion of the 
mucous blanket. One also wonders, and Dr. 
Proetz was the first to question, the effciacy 
of the Furstenberg saline irrigation therapy, 
based upon the concept that mucus increases 
pathogenicity. 

In consequence, we have, per force, come to 
rely upon the one-quarter to one-half per cent. 
ephedrine sulphate in normal saline. This has 
been proven to have na lasting damaging effect 
upon physiologic function of cilia. Some prefer 
very weak neo-synephrine in saline, and it would 
seem a very good substitute especially where a 
patient might be sensitive to ephedrine. En- 
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thusiastic as I am, however, about ephedrine 
saline displacement, I can not agree with those 
who recommend it in acute sinus disease. Here 
it may be a matter of opinion, but I understand 
an acute sinusitis to mean a patient with pain, 
serous discharge, sepsis and an edematous in- 
flamed mucus membrane. Even if he should have 
an acute pan-sinusitis, as some contend, in these 
early severe colds, which I certainly doubt quite 
sincerely, I do not feel that I should be the 
one to disseminate the infection through un- 
walled off avenues to his meninges. Rather, it 
seems much more logical to use conservative 
means, await the sub-acute and semi-quiescent 
stage, and then for his persistent muco-purulent 
discharge, feeling of fullness, headache, etc., re- 
sort to the displacement therapy. 

Upon no single therapeutic agent, for the sub- 
acute and chronic catarrhal sinus, do I rely as 
much as the Proetz wash. Any ill effects have 
all been of a minor nature. Ear infections fol- 
lowing the treatment, I have not seen; although, 
one could readily appreciate that if the patient, 
upon rising to the erect position, blows the nose 
forcibly, he could drive infectious material into 
the eustachian tube and an abscess might re- 
sult. My patients are cautioned against this. 
Systemic reactions tremor, etc., are frequent, and 
T usually give the patient one-half grain of 
phenobarbital at the conclusion of the treatment. 
Headache, following the first few treatments, is 
rather frequent, and I usually instruct the pa- 
tient to lie down with face in the pillow, or sit 
with head forward, feeling that thereby excessive 
fluid. in the posterior cells might more readily 
escape. The only severe headaches recorded were 
in the few cases a few years back when I tried 
incorporating bacteriophage in the ephedrine sa- 
line solution. To those who desire using bac- 
terial antigens, anti-virus, or bacteriophage in 
conjunction, I should earnestly recommend very 
weak dilutions to start. Not infrequently, I feel, 
the wash causes an acute exacerbation of a 
chronic sinusitis—generally mild—which permits 
continuance of the series of treatments after four 
or five days intermission. 

In addition to the high regard in which I 
hold ephedrine saline therapy, I am also frank 
to confess that I use it all too frequently as a 
diagnostic measure. I may have refracted the 
patient, uncovered a muscle imbalance, found a 
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remote near point, or an accommodative insuffi- 
ciency, so that when he returns, still complaining 
of headache, I am led to examine the nose, find 
or suspect a few indications of a latent sinusitis 
as the basis for the anisometropia and proceed 
with a few Proetz displacement irrigations. It 
is surprising how often such patients are cured 
by a few washes. 

In conclusion, may I pay tribute to Dr. Arthur 
Proetz whose painstaking care and research has 
brought to us notable advances in the field of 
rhinology. Undoubtedly he has done as much 
or more toward the advancement of our specialty, 
and toward the rationalization of the sinus prob- 
lem, as any member of the present generation. 
While his method of partial radiopaque filling 
and detailed radiography in diagnosis is exact, 
yet it is this very precision which is necessary 
to accurate interpretation, ours being the com- 
plicated anatomical field that it is. 
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DISCUSSION 

Dr. George H. Woodruff, Joliet: Dr. Ford’s paper 
deals with two separate and distinct but related subjects. 

It is with considerable temerity that I assume to 
discuss the first subject because of my limited experi- 
ence with it. I intend to discuss this strictly as to 
its practical diagnostic usefulness for ear, nose and 
throat and eye, ear, nose and throat physicians. 

For some reason this procedure has not been very 
generally adopted. In fact, I consider myself safe 
in saying that only a very small percentage of the 
men in our specialties are using it. 

It is my opinion that a great deal of valuable in- 
formation can be gained by one who uses this method 
correctly and frequently. If used only in occasional 
cases it is my belief that neither the rhinologist nor 
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the radiologist will be able to draw conclusions in 
which he has confidence. 

In most acute cases, subacute and even a large 
proportion of the chronic sinus and nasal cases, this 
procedure will not be necessary to establish a diag- 
nosis. In fact in most acute or subacute cases ordi- 
nary radiography is not needed. Nowadays most of 
our patients are not able to pay for procedures which, 
in many cases, are diagnostic luxuries. Therefore we 
will not be apt to put them to the extra expense in 
cases where we do not feel it is necessary. I feel that 
there are occasional cases in which diagnostic radio- 
paqueography would be capable of affording valuable 
diagnostic aid if we were sufficiently experienced to 
draw conclusions in which we could have confidence. 

I recently talked with a group of ten representative 
rhinologists in Chicago and none of them were using 
the method except in rare cases and they did not 
feel that it had helped them. Some men feel that some 
normal cells will fill well and that other cells equally 
normal will not fill at all. One man felt that this 
might be due to the variation in size of normal ostia. 
Of course it may be due to faulty technic. 

It also seems to me that to obtain full value from 
this work it is almost necessary to have facilities for 
taking our own pictures or that we have access to 
radiologists sufficiently interested in this method to 
give us the fullest cooperation. This type of work 
forms such a small proportion of the general radiolo- 
gist’s business that frequently he cannot see the neces- 
sity of installing the proper type of equipment. If 
these pictures are not taken in the manner described 
by Dr. Proetz and outlined here by Dr. Ford they 
may turn out to be worse than useless. 

To conclude the first part of my discussion: I feel 
that to make a diagnosis in the great majority of his 
nasal and sinus. cases the rhinologist will not feel 
that he needs this method and will not be inclined to 
put the patient to the extra expense. When he does 
have a case in which he feels need of the method, he 
is apt to lack confidence in it because of lack of prac- 
tise and because it may be difficult to get the full 
co-operation of the radiologist. 

Our diagnoses are made from information derived 
from the history, physical examination and laboratory 
procedures. One of the very important laboratory 
procedures is, I feel, the taking of nasal smears. These 
afford great help in determining whether the process 
is allergic, infective or a combination of the two. 

In the field of therapy the procedure has sold itself 
to a large number of us. 

In the early invasive stage of acute ethmoid, sphenoid 
and frontal sinusitis I have not used it, nor have I 
used it ii cases with a marked rise in temperature. In 
the usual acute cases which did not clear up after a 
few days of still more conservative treatment it has 
been used with excellent results and without any 
deleterious effect that I recall. The same may be said 
for cases classed as subacute. In chronic cases the 
incidence of success will naturally be less, though here 
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too it appears to me to be a distinctly worthwhile 
procedure. 

This therapeutic procedure I have also been some- 
what prone to fall back on as a diagnostic measure. 
The positive results, ic., the production of definite 
discharge after the displacement filling, or relief from 
symptoms are reliable. However, a negative result, 
of course, cannot be reliably used to rule out nasal or 
sinus disease. : 

Probably many of you, in reviewing literature on 
the sinuses, have been struck by the great number of 
advances that have come out of the large city to 
the south of us, sometimes called the Mound City. 
Among otolaryngologists it might with some justice 
be labelled the sinus city, not because of the high 
incidence of that malady, but rather because of the 
many advances made there in its diagnosis and treat- 
ment. Speaking entirely seriously, I believe most of 
us at some time or another have found distinct pleas- 
ure and satisfaction in the weapons put into our hands 
by the St. Louis school. I am thinking particularly of 
the sphenopalatine ganglion work of Sluder, the dis- 
placement irrigation of Proetz, and the work of Hansel 
on nasal allergy; and to the best of my knowledge, 
St. Louis men, namely, Moore and Cone, were the 
first or among the first to adopt laminography to the 
sinuses. 

In the future I feel that the method known as lamin- 
ography or planography may come into general use 
and give us much more accurate information on the 
ethmoids and sphenoids than we are able to obtain 
by simple sinus radiographs. 

At some time in the future the diagnostic procedure 
for chronic sinus disease may become quite definitely 
standardized. At present there is a wide variety of 
opinion as to the most useful routine. 

I feel that Dr. Ford has done us a service in again 
bringing this subject to our attention, particularly the 
portion dealing with radiopaque diagnosis by means of 
displacement. I hope that some of us may successfully 
add it to our diagnostic routine. 

Dr. Hanby L. Ford, Champaign (closing): I agree 
almost entirely with what Dr. Woodruff has said, 
aside from the fact that x-ray should be ordered and 
taken more often than they are. An antrum, for 
instance, should never be punctured without a report 
from the roentologist. 

Proetz is such a physicist and physiologist and all 
that goes with it, that the more you study his text, 
the more you realize that there is much to be gained 
by such study. 

The question of expense in x-ray study is a factor. 
Therefore, I think most men should do their own 
work in this line. In the final analysis you have to 
make your own diagnosis, and I think you get more 
out of it if you do it yourself. As to nasal smears, I 
agree with him. 

Laminography, I think, is the coming thing to help 
us clinch the diagnosis. 

a 
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PREECLAMPSIA AND ECLAMPSIA AT | 
THE GALESBURG COTTAGE HOS- 
PITAL IN THE LAST DECADE 
Epwin N. Nasu, M. D. 
GALESBERG, ILLINOIS 


The purpose of this paper is to show the fre- 
quency, the management, and the results of pre- 
eclampsia and eclampsia treated at the Galesburg 
Cottage Hospital in the last ten years. 

Galesburg is a town of approximately thirty 
thousand people. It supports two hospitals which 
cater to a territory of about a twenty mile radius. 

The community is composed of people in the 
“great middle class,” none are rich, and there is 
but little poverty, consequently they are gen- 
erally well-nourished and in good physical con- 
dition. 

The Cottage Hospital is a general hospital 
with an exclusive Maternity section. During the 
period covered by this paper, there were twenty- 
four hunderd forty-four deliveries, Among these, 
there were twenty-eight cases of preeclampsia, 
and thirteen cases of eclampsia. 

Any physician on the general staff may have 
the privilege of entering a patient in the de- 
partment and have complete control of the treat- 
ment. Consequently, there is considerable varia- 
tion in the management of the cases treated, as 
will be shown in this paper. 

I would now like to discuss briefly the fac- 
tors concerned in the diseases considered. 

The preferred term for late toxemia with 
headache, epigastric distress, hypertension, etc., 
is preeclampsia instead of eclamptogenic toxemia 
or preeclamptic toxemia. 

Preeclampsia may be divided into two groups, 
mild and severe. These are distinguished as fol- 
lows : 

1. Mild Preeclampsia or Low Reserve Kidney. 

1. Elevated blood pressure, not exceeding 150 
systolic and 90 diastolic. 

2. The amount of albumin in the urine about 
2 plus or less. The albumin disappears during 
the puereperium or there. is only a trace at the 
time the patient leaves the hospital. 

3. Moderate edema. 

4. Headache, epigastric distress, dizziness, 
and blurring of vision are usually present. 

The treatment: Rest in bed, low-protein and 
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marked reduction of salt in the diet usually suf- 
fices. 

Preeclampsia : 

2. Severe preeclampsia. 

Usually develops during the last two months 
of pregnancy. The onset may be sudden or 
gradual, with headache, epigastric distress, dizzi- 
ness, and blurring of vision. There may also 
be nausea and edema. The blood pressure rises 
rather rapidly, possibly to 190/ or more systolic 
and 120 diastolic. The urine contains a large 
amount of albumin, red blood cells and hyaline 
casts are usually present. 

There is danger that the preeclamptic may de- 
velop into an eclampsia suddenly at any time; 
therefore the treatment will be considered to- 
gether with that of eclampsia. Before we take 
up treatment, however, we should discuss. briefly 
theories regarding the disease. 

This condition has rightfully been called a 
disease of theories, that is: 

1, Auto intoxication has been cited as the 
cause, but so far no satisfactory evidence has 
been produced to prove the existence of a toxin 
in the blood. 

2. In 1902, Veit advanced the theory that 
fragments of chorionic villi and fetal ectoderm 
entered the maternal circulation acting as a 
poison in the blood. 

3. Hull and Rohdenberg in 1914 stated that 
when excess products of fetal metabolism were 
thrown into the maternal blood, necrosis of liver 
cells occurred. 

4. In 1884 the infection theory was advanced 
by Delore and Rodet, but the general consensus 
of opinion is that there is no proof of bacterial 
origin of the disease. 

5. Endocrine theory: The thyroid gland hy- 
pertrophies during pregnancy. I once heard 
Charles Mayo say that eclampsia only occurs in 
those cases in which there is no thyroid enlarge- 
ment, (b) Hyper-activity of the corpus luteum 
has also been accused of causing this disease. 
(c) The posterior pituitary has come in for its 
share of blame, and so one might go on at great 
length. 

6, The edema theory: Traube and Rosen- 
blum in 1864, first suggested that edema and 
actual anemia of the brain were the etiologic 
factors concerned in the production of eclampsia. 


Zangemeister in 1911 stated that cerebral edema 
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and reflex painful irritation are intimately as- 
sociated with eclampsia, and that marked benefit 
was observed in two cases by subarachnoid drain- 
age. Fay of Philadelphia reported similar find- 
ings in 1924. Williams in 1930, expressed it, 
“the long sought for cause is undoubtedly water.” 

7 Vascular: Haselhorst found that in 
eclampsia the capillaries were widened and 
lengthened, and that the corpuscles circulated in 
them in an irregular way. 

Dill and Erickson produced an eclamptic-like 
syndrome in pregnant dogs and rabbits by means 
of renal ischemia with a Goldblatt clamp. 

Stander, after a complete discussion of the 
theories states, “In summary it must be stated 
that no convincing and conclusive proof has been 
adduced in support of any of the proposed the- 
ories regarding the etiology of eclampsia. We 
are wholly ignorant as to the cause of the dis- 
ease, although information which may ultimately 
prove of real value is constantly being gathered 
by a host of investigators.” 


SUMMARY OF CASES 
Symptoms : 

1. Blood pressure varied from 136 to 220 
systolic, and from 58 to 120 diastolic. 

2. Albumin present in various amounts in 
all cases. 

3. Headache prominent symptom in 27 cases. 

4, Marked edema in 19 cases. 

5. Dizziness present in 27 cases. 

6. Blurring of vision mentioned only in 7 
cases. 

Treatment; management usually conservative : 

1. Restriction of liquids to secure water bal- 
ance. $ 

2. Glucose 50 per cent. intravenously. 

3. Magnesium sulphate orally, daily. 

4. Sedation, Sodium Luminal or morphine 
sulphate seemed to have preference. 

5. Spinal puncture was very seldom resorted 
to, but when used seemed to relieve the head- 
ache and usually lowered the blood pressure. 

6. Phlebotomy was also done in a few cases. 

7. Only two cases were given strictly liquid 
(milk and water) diet. 

Convulsions ; 

1. Antepartum convulsions occurred in 6 

cases, 


2. Intrapartum convulsions in 2 cases. 


K 


3. Postpartum convulsions occurred in 5 
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cases, of these 3 occurred within 15 hours after 
delivery, 1 on the 3rd postpartum day, 1 on the 
6th postpartum day, and 1 on the 13th post- 
partum day. 

There is question as to whether late post- 
partum convulsions should be classed as true 
eclampsia. They may be due to uremia, occur- 
ring in cases of chronic nephritis, complicated by 
pregnancy, or due to hysteria, epilepsy, or even 
meningitis. 

Delivery : 

1. Spontaneous labor occurred in 27 cases. 

2. Labor was induced in 7 cases. 

Method of induction: 

a. Castor oil. 

b. Castor oil and quinine. 

ce. Castor oil and thytuitary. 

d. Voorhee’s bag. 

e. Artificial rupture of membranes. 

f. Cesarean section in 5 cases. 

Results: Mothers. 

1. Mother living when she left the hospital 
in 38 cases. . 

2. Death of mother in 3 cases. 

Infants: 

1. Thirty-three infants left the hospital in 
apparently good condition. 

2. One infant was, and is, an idiot. 

3, One death on the 2nd postpartum day. 

4. One death on the 6th postpartum day. 

5. Five stillbirths. 

REPORT OF CASES 
Mrs. L. C. D., age 19, gravida 1. Last menstrual 


date December 27, 1931, confinement expected October 
3, 1932. Latter part of July had edema of ankles, 
albumin and casts, headache, dizziness, epigastric dis- 
tress at intervals. August 1, admitted to hospital for 
treatment. Orders were: (1) Rest and quiet, (2) Re- 
stricted liquids, (3) Magnesium sulphate, 14 ounce every 
morning. Blood pressure upon admittance to hospital 
was 156/100, albumin, 3 plus, hyaline and granular 
casts. August 2, kidney function test showed .75%. 
August 3, b.p. 150/110, August 4, b.p. 138/100, August 
5, b.p. 158/110. August 6, b.p. 142/106. August 9, b.p. 
170/120, August 10, b.p. 148/110, complaining of head- 
ache, no edema. August 15, b.p. 158/110, dismissed 
from hospital. August 19, readmitted to hospital at 
8:25 p. m., b.p. 195/110, complaining of severe headache. 
9:00 p. m., spinal puncture, 20 c.c. of fluid removed 
under 6 mm. Hg. pressure. Headache greatly relieved. 
Eye grounds and vessels normal. Albumin 1 plus. Sodium 
Luminal 2 c.c. given. Previous orders continued. Au- 


gust 20, Glucose 50 c.c. of 50% intravenously. Au- 
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gust 21, b.p. 138/96, albumin 1 plus, light ring of 
Acetone. August 23, b.p. 170/120, Glucose given in. 
travenously. August 27, b.p. 158/100, Glucose intra- 
venously, no headache as long as she lies quietly, some 
nausea. September 1, b.p. 153/104, headache and 
nausea, albumin 3 plus, no casts, light ring of Acetone. 
September 5, b.p. 170/120, albumin 3 plus, Glucose 
given. September 11, albumin 2 plus. September 12, 
pains during the night. September 13, pains every 5 
to 15 minutes, albumin 2 plus. September 14, irregular 
pains, 4:00 p. m., bloody show present, 8:20 p. m. 
Morphine sulph. gr. 4, Magnesium sulph. 50% 2 c.c. 
intramuscularly, 8:40 p. m. Magnesium sulphate re- 
peated, 9:00 p. m. membranes ruptured spontaneously, 
9:28 p. m. normal delivery of living child, weight 3 
Ibs. 6 oz., mother’s and infant’s condition good. Sep- 
tember 15, both mother and infant doing well. Sep- 
tember 16, b.p. 140/90. October 3, dismissed from 
hospital, mother and babe in apparently good condition. 
Uneventful recovery. 

Mrs. F. C., age 27, gravida 2, first pregnancy normal, 
1925. Seen by another doctor for pre-natal care. 
March 8, 4:00 a. m. severe headache, 6:30 a. m. patient 
found on porch, irrational. Doctor with patient at 8 :30 
a. m., 10:00 a. m. admitted to hospital. Albumin 4 plus. 
1:00 p. m. convulsion lasting 10 minutes, 1:05 p. m. 
Magnesium sulph. 50%, 2 c.c. intramuscularly, severe 
headache, 3:30 p m. convulsion lasting 20 minutes, 
Magnesium sulphate repeated, 4:10 p. m. b.p. 160/90, 
5:10 p. m. to surgery for Cesarean section, 6:15 p. m. 
from surgery, pulse 86, respiration 26. March 9, 1:40 
a. m. convulsion lasting 4 minutes, 2:30 a. m. tem- 
perature 100.4, March 10, 1:40 a. m. slight convulsion. 
March 11, improving. March 12, improving. March 
17, sutures removed. March 18, up in chair. Mother 
dismissed in good condition. Babe expired March 8, 
2:40 a. m. 

Patient had a normal pregnancy in 1927, and two 
other normal pregnancies and deliveries before 1934. 

Mrs. F. C. came to doctor’s office March 31, 1934. 
Stated that she last menstruated July, 1933. Had 
been feeling unusually well during her pregnancy, no 
toxic symptoms. Urine negative, b.p. 140/90. April 
14, urine negative, b.p. 180/100. April 21 trace of 
albumin, b.p. 178/94. April 22, admitted to hospital 
for treatment at 11:10 p. m., castor oil ounces 2 given, 
quinine sulph. gr. 5. Orders: (1) Rest, (2) Mag- 
nesium sulph. oz. % every morning, (3) Restrict 
liquids to amount of output of previous day. April 
24, good day. April 25, aching of left thigh, glucose 
50 c.c. of 50% intravenously. April 26, good day. 
April 27, cloud of albumin, 10:00 a. m. Glucose 25 
c.c. of 50% intravenously, 1:30 p. m. slight dyspnea, 
2:05 p. m. Sodium bromides gr. 15. April 30, 10:00 
p. m. slight pain in back, 11:00 p. m. abdominal cramps. 
May 1, 12:40 a. m.-pains every 5 to 10 minutes, 4:30 
a. m. tendency to bear down with pains, 5:15 a. m. 
R. O. P. position, 5:58 a. m. spontaneous rotation to 
R. O. A., normal delivery of living child. Infarct in 


placenta 2” by 5”, anemic area 4” by 2”. Mother dis- 
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missed in apparently good condition. Infant is an idiot. 
June, 1934, mother’s urine normal. 

At this time, this patient is in very good physica) 
condition. 

Mrs, E, W., age 41, gravida 3, last menstruated 
December 9, 1937, confinement expected September 15, 
1938. Seen by doctor first time August 31, stated that 


she had been feeling well until two days previously, 
vomited and had loose stools. Present symptoms were 


epigastric distress, headache, and some edema. Pre- 
senting part palpable by rectal examination, no vaginal 
discharge. Blood pressure 190/100. Admitted to hos- 
pital for treatment later on this same date. Albumin 
4 plus. Orders: Regular pre-eclamptic regime with 
diet. (2) Magnesium sulphate ounces 4% every a. m. 
(3) Fluids to equal output of previous day. September 
4, blurring of vision. September 8, 12:30 a. m., pains 
started, 5:15 a. m. normal delivery of living babe. 
September 10, b.p. 146/96. September 13, b-p. 136/74. 
Babe's condition not good on September 13. Cry weak, 
urine specimen showed 1 plus albumin. September 19, 
mother’s urine showed 2 plus albumin, September 22, 
trace of albumin, up in chair. September 27, trace of 
sugar, up and about, September 28, mother and babe 
dismissed in good condition. November 16, urine nor- 


mal. 


Mrs. D. S., age 18, gravida 1, last menstrual date 
May 13, 1939, confinement expected February 17, 1940. 


Patient had severe nausea and vomiting during July 
and August, treated with Vitamin B Complex. Janu- 
ary 8, trace of albumin, many red blood cells, few 
granular casts, some edema of ankles, b.p. 110/60. 
January 16, upper respiratory infection, b.p. 110/70. 
January 20, convulsion about 12:00 m., admitted to 
hospital at 2:10 p. m., three convulsions after entrance, 
the last one at 7:00 p. m., regular pre-eclamptic regime 
with diet and restriction of liquids, magnesium sulphate 
every a. m. Sodium luminal sedation. January 21, 
apparently rational, Diplopia. January 22, Edema de- 
creasing, b.p. 140/100, fetal heart tones audible, 1:30 
p. m, b.p. 158/110, 5:10 p, m,, O. B, preparation, pains 
every 5 to 10 minutes, 7:30 p. m. to delivery room, 
8:15 p. m. artificial rupture of membranes, low-forceps 
delivery of premature child at 8:17 p. m. Ethylene 
anesthesia. Morphine sulphate gr. 1% post delivery. 
February 1, mother and babe dismissed in good condi- 
tion. February 6, faint trace of albumin, headache 
occasionally. 7 weeks post-partum, mother’s and babe’s 
condition satisfactory. 

Mrs. V. J. First seen 1-3-40. LMP 7-6-39. Due 
3-14-40. Para 1. Gravida 1. 

Previous History: No previous pregnancies, regular 
periods 28 day interval, four days duration, no dysmen- 
orrhea. Had a kidney infection as a child, nature of 
which cannot be determined from the history. . . . Al- 
ways has been in good health since. Had slight morn- 
ing sickness for 3 weeks at the beginning of this 
pregnancy. None since and feels well. 

Physical Examination: White female, age 25, house- 
wife. Height 61 inches, weight 109 pounds. Blood 
pressure 120/70. TNE negative, scalp normal, good 
growth of blonde hair, thyroid not enlarged. Chest 
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symmetrical, expansion equal, lungs clear and resonant 
throughout. 
nipple, 

Cardiac Examination: Slight increase in dullness to 
the left. Systolic murmur present. Heard best over 
left second and third interspace. No transmission to 
axilla, No thrill present, Apex heat visible and pal- 
pable in fifth interspace. Rhythm regular, rate 76. 
Functional test does not increase or diminish murmur, 

Abdominal Examination: Uterus about the level of 
umbilicus no tender areas and no scars. Very few 
striae present. An area as large as the palm of the 
hand of pigmented brownish color is present in the 
right flank. 

Pelvic Examination: Small vulva, cervix uneroded, 
bartholin glands not enlarged or tender. Vaginal mu- 
cosa normal color and not inflamed. Uterus corre- 
sponding to about five and a half months pregnancy, 
cervix soft on palpation. Pelvic measurements at low 
limit of normal. Baudelocque 7.7 CM. Pelvis ample 
for small baby. Diagnosis: Five and a half months 
pregnancy in normal patient. Urinalysis 1-3-40: Color 
yellow, appearance cloudy, specific gravity, 1016 acetone 
not present, diacetic acid not present, sugar not present, 
No albumin. . . . Cloudiness due to amorphous phos- 
phates. Put on diet, calcium, and regular prenatal 
care. 

Course: Uneventful after seen in office until 2-21-40, 


when husband called at office to say that patient had 
some swelling of feet and face. Urinalysis three days 


before had shown no albumin and blood pressure had 
been 115/70 and no headaches or vision disturbances 


noted. Patient was seen at home this date and there 
was moderate edema of the hands, face, and feet up 
to the middle calf. Hospital treatment immediately 
advised. At this time the blood pressure had jumped 
to 150/80. No other symptoms. 

Hospital Course: Hospitalized on 2-23-40. Urine 
stil] showed no albumin. Specific gravity 1015 on first 
specimen. Second specimen showed faint trace of 
albumin only. Until 2-28-40 no great quantity of 
albumin showed in the urine. On this date the albumin 
jumped to four plus with a specific gravity of 1015, 
One plus next day. 

Treatment to 3-10-40 was as follows: Eclamptic diet, 
limitation of fluid to 1000 c.c. daily; intravenous glu- 
cose 50% twice daily in amounts varying from 25 c.c, 
to 50 c.c. intravenous, 10% magnesium sulphate used 
alternately with glucose. Magnesium sulphate in small 
doses by mouth daily. Fairly good intake and output 
balance was accomplished by 3-2-40. Fairly good prog- 
ress was apparently being made. Convulsions occurred 
on 3-3-40 and spinal puncture was done immediately 
with withdrawal of about 30 c.c. of spinal fluid. No 
further convulsions. Ammonium chloride daily during 
this period did not increase urinary output. Condition 
was stationary thereafter and albumin was four plus 
in specimens each day. Blood pressure did not reduce 
and although toxemia was apparently relieved no re- 
duction in blood pressure or albuminuria was noticed. 
Instead the systolic pressure mounted from 150/70 to 
170/80, 180/90 and 200/120 with four plus albumin 


Breasts are full and pigmented about 
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until 3-9-40. Low section was performed on 3-10-40 
under local anesthesia. The operative procedure and 


convalescence were uneventful and the baby and mother 
are now doing well. Birth weight of baby 4% pounds. 
Placed in incubator. Fed artificially first and then given 
supplementary feeding. Weight increased to 7 Ibs. on 
4-6-40. Mother and baby discharged from hospital on 
3-24-40. Both seen at office on 4-6-40. Weight of baby 
given above. Mother in excellent condition, wound OK, 
b.p. 120/80 No. A1. 
Report of cases: Acute and rapid development. 


Mrs. D. B., age 19, gravida 1. Admitted to hospital 
1:15 a. m. June 24, 1939, Unconscious when admitted, 


pulse thready, nauseated and vomiting, blood pressure 
180/110. 2:05 a. m. Digifoline 2 c.c. given, Mag- 


nesium sulphate 50% 2 c.c. Catherized specimen of 
urine to laboratory, 2 plus albumin, 2:20 a. m. Venesec- 


tion, 250 c.c. of blood removed. Glucose 50 c.c. of 50% 
intravenously after venesection. B.P. 138/78. 5:00 


a. m. bp. 132/38, 5:30 a. m. bp. 180/80. Chloral 
hydrate gr. 20 per rectum. 6:20 a. m. Magnesium sul- 
phate 2 c.c. intramuscularly. 7:00 a. m. b.p. 150/90. 8:30 
a. m. convulsion lasting three minutes. 9:00 a. m. 
bp. 150/90. 9:30 and 10:30 a. m. nasal oxygen and 
sodium luminal 2 cc. 11:00 a. m. bp. 150/90. 11:45 
a. m. Morphine sulphate gr. 1/6 “H.” 12:00 m. con- 
vulsion, membranes ruptured spontaneously. 12:15 p. m. 
pituitrin M, 2 1:29 p, m. low forceps delivery of 


stillborn child. 2:00 p. m. 250 c.c. Dextrose in saline 
with 4 c.c, Digifoline. 2:10 p. m. convulsion lasting 


two minutes. 2:35 morphine sulphate gr. 1/6, Adrena- 
lin % c.c., Caffeine Sod. Benzoate 2 c.c., Oxygen con- 


tinuously. 2:45 p. m. severe convulsion, Digifoline 
amp. 3. 4:45 p. m. Atropine Sulphate gr. 1/150. 5:48 


expired. 
Mrs. H. J. This history shows a diagnosis of Mild 


Toxemia. Upon admittance to hospital, blood pressure 
was 148/80. Complaining of headache, had some edema. 


Treatment: Castor Oil and Quinine, Infundin, M. 2 


at forty minute intervals for 4 doses. Induction by 
Voorhee’s bag, Dursen’s incision, mid-forceps delivery. 


Mother recovered, babe stillborn. 
COMMENTS OF TREATMENT: 
Prenatal care is of utmost importance in pre- 


venting eclampsia. We feel that the work done 
in Illinois by the Committee on Maternal Wel- 
fare of the State Society should be highly com- 
mended in this connection. 

The routine checking of weight, blood pres- 
sure, and urine, and the general condition of the 
patient certainly leads to the early recognition 
of preeclampsia. The proportion of preeclamp- 
tics reported in this series is evidence of the fact 
that our staff is on the lookout for these cases. 

We feel that the maintenance of proper water 
balance is the most effective means of preventing 
the development of eclampsia. Several of us are 
using at least a modification of the method ad- 
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vocated by Arnold and Fay of Philadelphia. 
(See Surgery, Gynecology, and Obstetrics, Aug- 
ust 1932.) 

Mindful at all times of the danger of acidosis 
even in the preeclamptic state, we are constantly 
watching for symptoms and have seen only a few. 
We believe that the introduction of glucose in- 
travenously tends to prevent it. 

We are of the opinion that the relatively small 
number of Cesarean sections is evidence that we 
favor the conservative method of treatment. 
Plass studied over 10,000 cases treated by both 
radical and conservative methods in which the 
mortality ran 21.7% im the cases treated radi- 
rally and 11.1% in those treated conservatively. 

SPECIAL TREATMENT; 


Venesection is one of the oldest treatments, 
from this method the mortality fell from 16.7% 
to 9.4%. It lowers the blood pressure, but it is 
possible that the high blood pressure in eclamp- 
sia might represent a protective measure, At 
any rate, it seems to the writer that the most of 
us are more afraid of the high pressure than 
clinical evidence warrants. There are cases of 
hypertension with irregular pulse in which vene- 
section caused marked improvement. 

Lumbar puncture is suggested as a result of 
Zangemeister’s theory of cerebral edema, and 
was advoated by Arnold and Fay on that ground. 
However, they suggest, now that headache is the 
primary indication for this method. I believe 
the consensus of opinion of today is, that it is 
rather a radical treatment and that resort to it 
is applicable to extremely few cases. 

Magnesium sulphate: The daily ingestion of 
magnesium sulphate in saturated solution of % 
ounce, is advocated by Arnold and Fay and is 
routine with some of us. It does seem to benefit 
the severe preeclamptic and eclamptic patient. 
The intramuscular injection of 2 ec. of 50% 
solution as advocated by Gwathmey as a syner- 
gystic to morphine has been used to some extent 
in our hospital. Stander cautions against the 
use of more than 20 c.c. of a 10% solution and 
adds that, “Within certain limits, the drug con- 
trols the convulsions of eclampsia.” 

Sedation: Morphine and chloral hydrate 
were used by Stroganoff, and are still used, and 
are perhaps the most satisfactory method of 
sedation. More lately various of the barbiturates 
have been used, Sodium Luminal and Sodium 
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Amytal seem to be those particularly favored. 
In our experience, the same objections to these 
that has been found in analgesia is present in 
eclampsia. That is, some of the patients become 
uncontrollable, consequently the writer still ad- 
heres to morphine in proper doses. 

Cesarean section has been made in a small 
number of cases in our hospital. The question of 
anesthesia is important, we hesitate to give ether 
to a patient whose kidneys are already damaged. 
Also, we object to nitrous oxide in one with 
cerebral anemia or edema. The same is true of 
ethylene. Cyclopropane is probably the best in- 
halation anesthetic. Two of the sections were 
done under successful local anesthesia. 

In conclusion, I wish to caution against over 
treatment. In preeclampsia and eclampsia as in 
all other obstetric emergencies, we should ever 
bear in mind Dr. DeLee’s admonition, “Primum 
nil nocere.” 

TOXEMIAS OF PREGNANCY AT THE 
COOK COUNTY HOSPITAL 
Cuester ©. Donerty, M. D., F. A. C. S. 
CHICAGO 

Six years ago a special clinic for the observa- 
tion and management of “toxemias of preg- 
nancy” was established by the Department of 
Obstetrics at the Cook County Hospital. The 
establishment of this special clinic became neces- 
sary when the number of women attending the 
prenatal clinic became so large that it was im- 
practical to study any special group of patients 
on the regular clinic days. The total number of 
women in the prenatal clinic of the Cook County 
Hospital at the present time is 685. This num- 
ber is comprised of the normal women who at- 
tend the prenatal clinic on Mondays and 
Wednesdays the Luetics who attend the clinic 
on Tuesday, and the toxemic patients who at- 
tend the Thursday clinic which is held exclu- 
sively for this group of patients. 
clinic on Fridays completes the arrangement 
for the management of the out patients in the 
Department of Obstetrics. These clinics are 


A post natal 
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conducted by the house staff with an attending 
man or an associate in attendance. 

The majority of toxemic patients seen in this 
clinic are sent directly from our own prenatal 
clinics. The prenatal clinics of the Health De- 
partment of the City of Chicago, the Infant Wel- 
fare Society of Chicago, and other groups as well 
as private physicians send women with toxemia 
of pregnancy to our clinic. These are all in- 
cluded in the figures for the toxemic group. 
Twenty-five per cent. of the entire number of 
women delivered in the Cook County Hospital 
have no prenatal care. During the year 1939 
there were 4,726 deliveries in the Department of 
Obstetrics at the Cook County Hospital. Of this 
number 425 patients belonged in the toxemic 
group. That is, they manifested a hypertension 
during pregnancy, labor, or during the puerper- 
ium, that placed them in this group. Thus, nine 
per cent. of all the patients delivered in the 


Cook County Hospital during the year 1939 had | 


symptoms sufficient to classify them as toxemias” 
of pregnancy. This figure conforms to that given 
by other large clinics. 

Certain arbitrary standards for placing a pa- 
tient in the toxemic group have been adopted 
by the Department of Obstetrics at the Cook 
County Hospital. They are as follows: 


1. A systolic blood pressure of 140 or higher. 

2. A diastolic pressure of 90 or higher. 

3. Albuminuria—(more than a trace). 

4. Marked edema—i.e. generalized. 

5. A sudden marked increase in weight. 

6. Subjective symptoms as headache—epigastric pain 


—or visual disturbances. 


Elevation of the blood pressure is the most sig- 
nificant indication of a developing toxemia. It 
is usually the first to appear. The standards set 
by the Department of Obstetrics for placing pa- 
tients in the toxemic group, and thus under spe- 
cial observation and management, were adopted 
after many years of clinical experience with large 
numbers of pregnancies complicated by this con- 
dition. They are considered safe criteria, and if 
accurately followed will prevent the occurrence 
of serious consequences such as eclampsia, by in- 
stituting proper treatment for the individual 
case 

Albuminuria is not commonly present in early 
cases of toxemia, and it is a fallacy to assume 
that it must be present for a toxemia to exist. 
A dangerous state may exist without any evi- 
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dence of kidney disturbance however, when al- 
bumin is present, it signifies a more advanced 
state of the process, particularly when associated 
with a hypertension. Marked generalized edema 
is not common. It is usually associated with the 
more severe degrees of toxemia, and is practically 
always associated with a marked hypertension. 
Lesser degree of edema, particularly of the lower 
extremities, are quite common in the later 
months of pregnancy and it is only when the 
severe type occurs that the women are considered 
toxic. A sudden increase in weight naturally 
accompanies edema but it may occur before the 
edema becomes apparent. Untoward symptoms 
as headache, dizziness and cramps in the extremi- 
ties may herald the approach of a toxemia and 
when they occur are given due attention. 

If in the course of routine examination in the 
prenatal clinic a patient is found to have a sys- 
tolic blood pressure of 140 systolic, and (or) 
a diastolic pressure of 90 or above, she is asked 
to lie down and rest for thirty minutes after 
which time the blood pressure is again taken. If 
the blood pressure is below these figures follow- 
ing this rest preiod, the patient is allowed to go 
home with instructions for daily rest of two 
hours and to return at the end of a week for ex- 
amination. Where the blood pressure remains at 
the original level, after thirty minutes rest, the 
patient is admitted to the hospital for observa- 
tion and study. It is obvious that some patients 
who have a hypertension independent of their 
pregnancy will thus be included in this group, 
however, a large number of women do not at- 
tend the prenatal clinic until the last trimester, 
and it is only by this management that it is pos- 
sible to differentiate such individuals from true 
toxemias. Elevation of the blood pressure is the 
indication for hospitalization in the large major- 
ity of the toxemic group, however women with 
albuminuria, marked edema, or other symptoms 
mentioned before are admitted to the ward and 
studied. 

In the ward, each patient is managed individ- 
ually. The blood pressure will return to normal 
in many of them after a short period of rest in 
bed without any other therapy. These patients 
are permitted to return home after being in- 
structed to rest daily for two hours, and to re- 
turn to the toxemic clinic at weekly intervals un- 
til delivery, regardless of their period of gesta- 
tion at this time. If there is a recurrence of 
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hypertension or albuminuria, they are again ad- 
mitted to the ward. Some patients will be ad- 
mitted to the ward several times during the re- 
mainder of their pregnancy only to become nor- 
mal while in the hospital and be discharged 
back to the clinic again ; but this procedure seems 
justified because it is a part of a plan which has 
been found to be very valuable in the prevention 
of eclampsia. It is noteworthy that the only pa- 
tient to develop eclampsia from the Cook County 
Prenatal Clinic for the year 1939 was one where 
this rule was not adhered to. The details in this 
case will be mentioned later. 

When a hypertensive case is admitted to the 
ward, a complete physical examination, includ- 
ing eye grounds, is made. Routine blood counts 
and urinalysis is done, and blood drawn for 
chemistry. N.P.N. and uric acid are routine. 
Blood for a Kahn test is drawn at the same time 
unless this was previously done in our Prenatal 
Clinic. 

For mild cases, no special treatment is given. 
Bed rest, close observation, daily blood pressure 
readings, and urinalysis are routine. The patient 
is put on a salt free diet. If the symptoms of 
toxemia subside, the patient is kept in the ward 
for three or four days and returned to the tox- 
emic clinic. It is obvious that practically all pa- 
tients will have been hospitalized before they are 
seen in the clinic the first time. They are then 
followed in the toxemic clinic and seen at weekly 
intervals until delivery. If the toxemia pro- 
gresses after admission to the hospital the pa- 
tient is treated in a more active manner, 
depending upon her symptoms and obstetrical 
conditions. Eye ground studies are made rou- 
tinely and are a valuable aid in the diagnostic 
phase of this condition. 

With our present knowledge of toxemias of 
pregnancy, there is no method of determining 
which of these so-called mild cases will remain 
mild ow perhaps return to a normal state, and 
which of them will become progressively worse. 


Therefore, any woman manifesting persistent 


hypertension is kept in the ward until her blood 
pressure is normal or until she is delivered, un- 
less it is proven conclusively that she has an es- 
sential hypertension or cardiovascular disease 
that is responsible for the elevated blood 
pressure. 

Patients manifesting more severe symptoms, 
i.e. a systolic blood pressure over 160 and (or) 
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a diastolic pressure of 100 or above are consid- 
ered in the severe group and more active meas- 
ures are used in their management. Bed rest, 
sedation and intravenous hypertonic fluids are 
routine. Morphine sulphate, grains 14, is given 
hypodermically and is repeated at intervals of 4 
to 6 hours as indicated. 400 cc. of a 25% dex- 
trose solution and 20 ce. of 10% magnesium sul- 
phate solution are given intravenously. This is 
repeated the same day or the following day de- 
pending on the condition of the patient. There 
is usually a favorable response to this therapy ; 
that is, the blood pressure is lowered appreciably, 
however this is frequently only a transient im- 
provement, and there may be a subsequent rise in 
the blood pressure to the former level, or even 
higher, in which case the uterus is emptied forth- 
with, or after a repetition of the above measures. 
The method of terminating the pregnancy de- 
pends upon the urgency of the situation and the 
obstetrical conditions present at the time. In 
patients at or near term where the toxemic pro- 
cess is not too severe, induction of labor by con- 
servative methods such as quinine and castor oil 
accompanied by stripping of the membranes 
may be tried. In more urgent cases, more active 
measures are employed. Vorhee’s bags, rupture 
of the membranes, Cesarean Section, hyster- 
otomy-abdominal or vaginal, are all methods that 
have been employed to terminate the pregnancy. 
Let it be repeated that each patient is treated 
individually and that the measures employed in 
terminating the pregnancy depends upon her in- 
dividual obstetrical conditions. 

Temporizing, in the presence of a toxemia 
that does not improve or in progressive while 
under conservative management, with the hope 
that the pregnancy may be carried to or beyond 
the period of viability for the baby, will often 
defeat its own purpose. Intrauterine death of 
the fetus or neonatal death from the combined 
causes of prematurity and toxemia occur too 
frequently to justify such a procedure. The 
danger of eclampsia occurring in such patients 
is a very real one. Therefore it is the practice 
at the Cook County Hospital to terminate the 
pregnancy where the response to conservative 
measure is not definite and continued. 

The management of eclampsia is conservative, 
that is the modified Strogonoff method of treat- 
ment is used. After convulsions have once oc- 
curred, the treatment is directed toward the con- 





October, 1940 


trol of this symptom. Heavy sedation and hy- 
pertonic fluids intravenously are relied upon 
chiefly to accomplish this. Venesection is used 
rarely, and then only in cases where it is known 
that the blood picture of the individual will 
warrant the removal of 6 to 8 hundred cc. of 
blood. No attempts at delivery are made until 
the convulsions are controlled. After this is ac- 
complished, the method used for the termina- 
tion of the pregnancy again depends upon the 
obstetrical conditions present in the individual 
case. 

An immediate post-partum blood pressure is 
taken on every patient delivered in the depart- 
ment of Obstetrics at the Cook County Hospital. 
Frequently, a marked elevation of the blood 
pressure is found in a patient who had been 
apparently normal throughout her prenatal pe- 
riod. This usually subsides rather soon, how- 
ever, in some women it persists for the re- 
mainder of their stay in the hospital, with only 
a gradual return to the normal state. Such in- 
dividuals are considered in the toxemic group 
and are placed under the same post-partum 
observation and management as all other pa- 
tients in this group. 

All post-partum patients in the toxemic 
group are carefully watched. The blood pres- 
sure is observed daily on all of them, and more 
frequently on those that maintain a marked 
hypertension post-partum, or whole blood pres- 
sure shows a tendency to rise. Any symptoms 
such as headache are given prompt attention 
and treatment is instituted. Post-partum 
eclampsia may occur several days after the 
uterus is empty. One patient in this group 
had convulsions on the fourth post-partum day. 

To emphasize the fact that neither mildness 
nor severity of symptoms is a reliable index for 
determining which patient is likely to develop 
eclampsia, the following cases are cited. 

1. A primipara had attended the Cook County Hos- 
pital Prenatal Clinic regularly and had manifested no 
toxic symptoms. She was seen on Monday at the 
regular prenatal clinic. Her systolic blood pressure 
was 142 and the diastolic was 80, whereas previous 
to this visit, the blood pressure ranged between 104 
and 114 systolic and about 70 diastolic. Her urine 
showed no albumin and no edema was noted; however 
she had gained 9% pounds in one week. In this in- 
stance the arbitrary rule for the management of such 
cases was not followed, the patient was permitted to go 


home, and three days later was brought back to the 
hospital with convulsions. She had a total of thirteen 
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convulsions. Both the mother and her baby survived. 
If the blood pressure had been checked after rest in the 
clinic and the patient sent to the ward according to the 
regular procedure, it is quite unlikely that this woman 
would have reached the convulsive state. This patient 
is the only one from the Cook County Prenatal Clinic 
that developed eclampsia during the year 1939. 

A second case from the Prenatal Clinic of the Health 
Department of the City of Chicago practically paralle'ed 
the above described case, but it was a rise of ten points 
in the diastolic pressure that signified a change in her 
status. Her systolic pressure was not changed. Four 
days following her last prenatal visit when the above 
change was noted she was brought to the Cook County 
Hospital in the eclamptic state. On the other hand 
it is not uncommon experience for a patient to develop 
a very high blood pressure, with marked albuminuria 
and edema and yet not develop convulsions. Such 
women, of course, are given immediate attention when 
they are seen, but we feel that the milder group are just 
as deserving of attention for the reasons stated. 

On discharge from the ward all patients that have 
been in the toxemic group are instructed to return to 
the Toxemic Clinic for their post-natal examination. 
The pelvis is examined and the blood pressure and 
urinalysis noted. Women who have returned to a 
normal state are discharged, but are instructed to re- 
turn immediately that they suspect another pregnancy. 
The women who still manifest a hypertension are car- 
ried on in the clinic and are examined there on several 
later occasions. Some of the latter group return to a 
normal state only after several weeks and in some 
the blood presure has remained high for several months 
post-partum. Is the pregnancy a factor in initiating 
hypertension of this permanent type, or is the develop- 
ment of hypertension coincident with pregnancy? Some 
of this group that have symptoms of kidney disease or 
definite cardio vascular disease are referred to the renal 
and hypertensive clinic at Northwestern University 
Medical School, for follow-up and treatment. 


SUMMARY 


1. A special clinic for the toxemias of preg- 
nancy at the Cook County Hospital has been 
operating for six years. 

2. Certain arbitrary standards have been 
adopted for the designation of toxemic patients, 
and rules for the management of these patients 
are specified. 

3. Elevation of the blood pressure is con- 
sidered the most important symptom of a de- 
veloping toxemia, although other symptoms of 
toxemia are given due consideration. 

4, During the year 1939, 4,726 women were 
delivered in the Department of Obstetrics at the 
Cook County Hospital. Four hundred and 
twenty-five, or nine per cent. of this entire num- 
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ber manifested symptoms that placed them in 
the toxemic group. 

5. Conservative treatment is _ followed. 
Where operative measures are indicated, the 
method used depends upon the severity of the 
toxemia and the obstetrical condition present in 
the individual. 

6. One patient from the Prenatal Clinic of 
Cook County Hospital developed eclampsia. The 
arbitrary rule for the management of toxemia 
patients was not adhered to in this case. 

?. Patients from the toxemic group are sent 
back to the toxemic clinic for post-natal exam- 
ination and further disposition. 

700 N. Michigan Ave. 


DISCUSSION 


Dr. Edward L. Cornell, Chicago: I have enjoyed 
listening to both of these papers, and I want to con- 
gratulate Dr. Doherty on the results obtained in the 
last six years at the County Hospital. During my 
time there as attending man we divided the cases into 
two groups. One group was treated radically and the 
other conservatively. Under radical management the 
patient was delivered as soon as it was at all possible, 
except those patients with convulsions. In the latter 
instance we treated the symptoms of the convulsions 
first and then delivered the patient as soon as possible. 

At the end of a certain time—I think about four 
years—the results of the radical management were very 
much worse than the results of the conservative man- 
agement. Therefore, I am delighted to see that the 
County has gone over to conservative management. 

The question of edema is very common in pregnancy 
and I want to caution you not to consider every patient 
with edema as a toxic case. That is far from true. 
Most of these edemas are due to too much sodium in 
the diet. The diet should be named “sodium free 
diet” instead of “salt free diet.” It is surprising how 
many pregnant women take alkaline powders, especially 
since alkaline powders are advertised on the radio. 
These women are filling themselves up with three and 
four teaspoons of baking soda a day. No wonder they 
have edema. Therefore, if you give them a list of 
foods that do not have sodium in them, such as sodium 
chloride, citrate or bicarbonate, it is surprising how 
much the edema will go down. In a few cases where 
the edema does not disappear, if you put potassium 
chloride into their daily ration of food you will succeed 
in bringing the edema down markedly. The amount of 
potassium chloride is about 60 grains a day and is best 
given in the enteric coated tablet.. The capsules some- 
times cause a little nausea. 

In cases with impending or active convulsions, large 
doses of glucose intravenously are to be recommended. 
It has a dehydrating effect on the brain and it also 
causes polyuria. 

In private practice I hardly see eclampsia any more, 
but in the few patients that I have had, I have used 
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500 c.c. of 20 per cent. glucose, given intravenously 
rather rapidly. If given slowly you do not get the 
same effect as if you give it rapidly. It should be put 
into the patient in less than an hour, and the convul- 
sions will usually stop. In conjunction with that, you 
should use large doses of morphine—and I mean large 
doses. Begin by giving them % grain, repeat in three 
quarters of an hour to one hour until you have given 
one or even one and a half grains. Do not hesitate 
to push the morphine until the respirations are down 
to about ten. Along with that, give magnesium sul- 
phate 50 per cent. 2 c.c. I usually use that every two 
to four hours until the patient is pretty well past the 
stage of convulsion. 

The induction of labor is not usually easy. In the 
primiparas it is much more difficult, as a rule, than 
it is in the multiparas. Whether or not you should 
do a cesarean section depends a great deal upon condi- 
tions. If you have a short fat woman, I think the 
cesarean section is indicated. If the pelvis is contracted, 
which can be determined by means of x-ray, I think 
the cesarean section is indicated. 

The treatment of eclampsia should begin before the 
patient is pregnant. Abscessed teeth, cervical infec- 
tions, tonsil infections, gallbladder disease, etc., should 
all be corrected before the patient becomes pregnant. 
If you carefully examine patients who have had con- 
vulsions you might discover something which may have 
been the inciting factor for the eclampsia. 

I do not want to appear to be too dogmatic on that 
question of infection, but I have too often seen pre- 
mature labors and toxemias of pregnancy in patients 
with abscessed teeth, badly infected tonsils, sinus in- 
fections, urinary tract infections, etc., which have been 
very often overlooked. 

In many patients we have the fear, which has been 
long established by custom, that proteins produce high 
blood pressure. I think it has been demonstrated that 
protein has practically nothing to do with the production 
of high blood pressure. In fact, in many patients who 
are put on increased protein diet, the blood pressure 
tends to go down. 

Dr. David S. Hillis, Chicago: The management of 
toxemias of pregnancy at the Cook County Hospital 
are based on a few general principles. 

1. Elevation of blood pressure is the one most im- 
portant single sign of the development of toxemia. 

2. It is impossible in any given case of toxemia 
to know whether or not eclampsia will occur. No 
laboratory or clinical method now known can determine 
this question with certainty. 

3. It is believed that eclampsia can be prevented 
most successfully on the basis of clinical signs and 
symptoms. 

4. Since exact diagnosis is so difficult, every effort 
is made to begin treatment early and to empty the 
uterus when necessary well before the time when the 
eclamptic attack may be expected. 

This management has been in practice at the Cook 
County Hospital for a number of years, and it has been 
found that patients who attend the prenatal clinic and 
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follow directions do not die of eclampsia. Also that 
only a very few patients under this regime have con- 
vulsions. 

During the year 1939, 425 cases of toxemia of preg- 
nancy were treated in the Obstetrical Department. 
Twenty of these cases had eclampsia. Nineteen of the 
twenty cases were from outside sources and one was 
a patient from our own prenatal clinic. This patient 
recovered. 

The one objection to the plan of treatment used at 
the Cook County Hospital is that it sometimes happens 
that labor is induced or a patient is delivered to the 
detriment of the baby in a few cases in which it would 
not be done if our methods of diagnosis were more 
accurate. But it is believed that the good results 
achieved under this plan on behalf of the mother fully 
justify its continuation until such time as more exact 
diagnostic methods are available. 

Two cases have been reported today which illustrate 
the difficulties of diagnosis. One exceptional case re- 
ported by Dr. Doherty developed convulsions three days 
after the blood pressure was obtained to be 142/80 
with no albumin in the urine. Another case reported 
by Dr. Nash was carried along successfully for about 
six weeks with a blood pressure which on several 
occasions was 170/120 with albumin and granular casts 
in the urine, and every classic symptom of oncomine 
eclampsia. This patient had no convulsions and was 
delivered successfully six weeks after her signs of 
toxemia first appeared. The outcome of this case was 
good because it happened to be one of those cases as 
yet unexplained which do not develop convulsions al- 
though their symptoms are very severe. Unfortuantely 
it is impossible to separate such cases from the much 
larger number which with like symptoms would cer- 
tainly develop eclampsia. At the Cook County Hos- 
pital this case would have been delivered shortly after 
coming under observation with the symptoms as re- 
ported, particularly the headache, dizziness and epigas- 
tric pain, which we regard as indicating that convul- 
sions are imminent. 

The classification of toxemia into various types for 
the purpose of prognosis is of some value in a general 
way but cannot be depended upon in a given case to 
dtermine with certainty whether or not convulsions 
may be expected. 

The toxemias of pregnancy are best treated on an 
individual basis depending upon the extent of the blood 
pressure elevation, the rapidity of the rise of the pres- 
sure, the presence of one or more of the classical symp- 
toms of threatened eclampsia, the urinary findings and 
the response of the patient to medical treatment. The 
objective in each case is to allow the pregnancy to 
continue when safe to do so and to empty the uterus 
when necessary in time to prevent the occurrence of 
convulsions or other serious sequelae of toxemia. 

Dr. Edwin N. Nash, Galesburg: The fact that these 
are private cases and the various men can treat the 
patient as they wish, makes a little difference in their 
treatment. 

There is one incident which happened just this morn- 
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ing that I would like to mention. When I made the 
rounds, before coming here, one man on the staff pre- 
sented this problem to me: “A woman came in last 
night who had a moderate amount of albumin and a 
blood pressure of 130. She delivered spontaneously, 
and four hours after delivery she had convulsions.” 
He asked me what it was, and of course, not having 
seen the patient myself, I could not tell him what it 
was. Therefore, I am very glad to hear this discus- 
sion. 

Dr. Chester C. Doherty, Chicago: I would like to 
congratulate Dr. Nash on the good work at the Gales- 
burg Hospital and to thank the gentlemen for their 
discussion. 





VITAMIN THERAPY IN COLON AND 
RECTAL DISEASE 
CuarEs J. Drusck, M. D., F. A. C. S. 
CHICAGO 


Patients suffering with chronic intestinal 
dysfunctions incident to spastic colitis, ulcera- 
tive colitis, and cancer are prone to limit their 
diet to starchy carbohydrates, meats, and tea or 
coffee. Fruits and vegetables are neglected be- 
cause of habit, the thought that these articles 
are expensive foods, or that they require too 
much effort to prepare. To their dysfunction of 
the gastrointestinal tract is added the “fatigue 
syndrome” characterized by anorexia, lowered 
blood pressure, low heat production, fall of the 
basal metabolic rate, disturbance in the metabo- 
lism of carbohydrates, fall of sodium content of 
the plasma and rise of the potassium content, 
rise in blood urea, and lessened resistance to in- 
fection. I wonder, also, how much of the 
psychoneurosis associated with colon disease, 
and which is usually attributed to fear, anxiety, 
pain and cachexia, may be due to avitaminosis? 
Vitamins are dissipated more rapidly when 
metabolism is increased or the body temperature 
elevated. It is therefore essential that the 
clinician study the relation of vitamins as well 
as calories to his patient’s diet, to anticipate de- 
ficiencies, and thus lessen operative risks, hasten 
post-operative convalescence, and facilitate tis- 
sue repair under either medical or surgical 
management. Vitamins B and C receive espe- 
cial consideration at this writing, although A 
and D are closely related. 

Vitamins are not foods and admittedly can- 
not be held directly accountabble for the mal- 
nutrition and emaciation of our patients, but 
they are substance vitally necessary to the bio- 
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chemical transformation of food and energy 
into the many forms of activity essential to 
normally functioning organs. Chronic diseases 
and infections seem to lead to lowered vitamin 
reserve, probably owing either to reduced intake, 
decreased assimilation from the alimentary 
tract, or increased metabolic demands. What- 
ever may be the precipitating factor, the clinical 
picture is the same. With this hypothesis in 
mind, I attempt first to supply my patient with 
a liberal supply of natural vitamins in his 
prescribed diet, and, further, to supplement this 
with added vitamins administered orally or 
parenterally or both. Although I cannot en- 
thuse over the synthetic vitamins, I must accept 
them in these critical exacerbations of chronic 
nutritional deficiencies which may have per- 
sisted for years, or during the surgical pro- 
cedures required for their relief. In both in- 
stances, it is impossible to supply enough emer- 
gency vitamins in the patient’s diet. Vitamins 
are not panaceas, and a “shot gun” prescription 
of many vitamins in a single preparation is 
objectionable. 

Vitamin A is a fat soluble vitamin obtainable 
in liberal amounts in whole milk, butter, egg 
yolk, and in many fish oils. Carotene of veget- 
ables is a precursor of vitamin A and is con- 
verted into vitamin A in the liver by the action 
of the enzymes. Vitamin A-containing foods 
are abundant in all custards, puddings, and 
beverages which make up our soft, low residue 
diet for invalids and convalescents. 

Vitamin A is important in the normal de- 
velopment of epithelial tissues and a deficiency 
of this vitamin causes keratinization of the 
epithelial tissues, namely; the linings of the 
respiratory, digestive, and urinary tracts, and 
the external skin. Cornification takes place 
with blocking of the ducts of the glands. Cyst 
formation and ulceration may follow. Mellanby 
and Pottison’ suggest that since epithelial sur- 
faces are the first defense against infection, 
altered epithelial function in vitamin A defici- 
ency lowers resistance to infection. 

All of my patients presenting inflammatory, 
ulcerative, or degenerative disease of the intes- 
tinal tract are, therefore, placed on foods con- 
taining abundant vitamin A to assure the ab- 
sorption of more than the normal requirement 
of 8000 units of vitamin A per day. Cod liver 
oil contains 4500 units of vitamin A to the 
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ounce. Halibut liver oil is said to contain sev- 
eral hundred times that amount. Irradol-A? is 
said to contain 36,000 units of vitamin A, and 
3600 units of vitamin D to each ounce. Thus, 
if I add one ounce of good cod liver oil to my 
patient’s food intake, I am furnishing about 
half his needs to allow for poor absorbability 
on his part. 

Vitamin B occurs most abundantly in yeast, 
the glandular parts of meats, in dairy products, 
and in the seeds or germinating parts of cereals, 
vegetables, and fruits. It is wisely though not 
abundantly distributed. Unfortunately the de- 
lectable parts of meats are the fleshy portions 
which are poor in vitamin-carrying elements. 
Cereals, normally the richest source of these 
vitamins, are degerminated in our modern mill- 
ing processes. The wheat germ is discarded in 
the manufacture of white flour, commonly used 
in bread and pastry; and corn is degerminated 
in the manufacture of corn starch, corn syrup 
and corn flakes. The increased use of toasted 
and steam-puffed cereals, in which the vitamin 
B, is destroyed by the high temperature used 
in processing, is an added contribution to vita- 
min deficiency. Raw sugar and molasses (the 
old-fashioned “black strap”) which were excel- 
lent sources of vitamin B are now replaced by 
refined scugar products, totally devitaminized. 

There are at least two factors in this vita- 
min: B,, the antiberiberi factor; and B,, (also 
called vitamin G), the antipellagra factor. 
Nerve lesions are common in deficiency states, 
due to either of these factors. The gastroin- 
testinal disturbances are loss of appetite, gloss- 
itis, eructations, flatulence, and constipation or 
diarrhea, due perhaps to the general hypotonia 
of the intestinal muscle associated with this 
deficiency. Sparks and Collins* showed that 
the absence of vitamin B, decreased the tonus 
of the musculature of the large intestine; and 
Kik, et al* found that avitaminosis B, produced 
a decrease in pancreatic esterase and lipase and 
in hepatic lipase. There seems to be inability 
of the intestine to absorb a sufficient amount of 
nutritional purposes from the food which is 
hurried through the intestinal tract. This soon 
breaks down the general state of the nutrition 
as is evidenced by cardiovascular disturbances, 
such as tachycardia and arrhythmia, and poor 


peripheral circulation, evidenced by cold ex- 


ILLINOIS MEDICAL JOURNAL 





October, 1940 


tremities together with headache, vague pains 
and muscle soreness. McCarrison® thinks that 
the health of the alimentary tract is dependent 
upon vitamins B and C, and that many of our 
gastrointestinal disorders are due to deficient 
and ill-balanced diets. 

Another vitamin B depleting factor not gen- 
erally recognized is the use of tobacco and al- 
cohol. Quastel and Wheatley® have shown that 
narcotics greatly increase vitamin B demand; 
Stitt’ refers to tobacco as a predisposing factor 
in beriberi; while Baker and Himwich® report 
that nicotine interferes with the oxidation of 
lactates, a stage in carbohydrate metablism re- 
quiring the action of vitamin B,. This effect 
may be brought about through the protective 
reaction of the adrenal glands which respond 
quickly to tobacco smoking and other forms of 
intoxication by increasing the secretion of epin- 
ephrin. The latter in turn, through its glyco- 
lytic action in the liver, increases the blood 
sugar and the respiratory quotient.? The re- 
sultant increased carbohydrate oxidation in tis- 
sue respiration, while reducing the toxic effects 
of nicotine,!® increases the vitamin-B demand, 
thus contributing further to deficiency. Alcohol, 
by lowering the vitamin-caloric ratio, owing to 
its vitamin-free caloric value associated with re- 
duced food intake, also favors vitamin B defici- 
ency, as shown by Jolliffe and Joffe." 

Vitamin B exercises a dual role in the animal 
organism, playing an important part in the 
chemistry of carbohydrate metabolism in gen- 
eral and in the structural metabolism of the 
nervous system in particular. 

Vitamin C occurs in most fresh fruits and 
vegetables, our best sources being lemon, or- 
ange, tomato, and grapefruit juices. Frank 
deficiency of vitamin C as expressed in scurvy 
is rare, but a prescorbutic state is a frequent 
complication of inflammatory and degenerative 
disturbances of the digestive tract, such as in- 
testinal allergy, colitis, and cancer In all 
these conditions, there occur petechial hemor- 
rhages into the skin, mucous membranes, mus- 
cles, nerve sheaths, and periosteum due to im- 
pairment of the intercellular substance sup- 
porting the blood vessels. The endothelium of 
the capillaries is unable to form normal cement 
substance allowing diapedesis of red cells and 


loss of serum. The prescorbutic patient pre- 
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sents a secondary anemia due to this disturbance 
of hemopoiesis. 

Vitamin C is essential for forming this inter- 
cellular cement substance so necessary to heal- 
ing and solidifying of wounds.’ Deficiency of 
this vitamin is one of the prime factors of de- 
layed healing and multiple hemorrhages. Its 
prophylactic administration is indicated in all 
chronic infections and ulcerative conditions. 
The normal requirements of 400 international 
units are easily obtained from fruit juices. 
Citrus fruits should be given in moderation, 
however, because in great quantities their al- 
kaline minerals tend to produce alkalosis. 

There are several methods of determining the 
state of the vitamin C nutrition by estimating 
its excretion in the urine.1* They are, however, 
laboratory procedures. 

Vitamin D is a fat soluble vitamin derived 
from butter, milk and cream, animal fat, egg 
yolk, and fish oils, the same as vitamin A. The 
two are closely associated. Vitamin D controls 
calcium and phosphorus metabolism and plays a 
part in repair of bone injuries, healing of epithe- 
lial tissues, and the clotting of blood. The role 
of viosterol, calcium and bile in the manage- 
ment of the hemorrhages of jaundice, ulcerative 
colitis, and ulcerative malignant neoplasms is 
being intensively studied at present. Its exact 
mechanism is not clear. Our shut-in patients, 
who do not obtain sufficient sunshine to absorb 
this necessary vitamin, require supplementary 
feedings of a daily ration of 400 u. s. p. units 
in the form of viosterol. 

Vitamin K is a less known vitamin which oc- 
curs in hog’s liver, soy beans, alfalfa and some 
fish. It has been found helpful in jaundiced 
patients with bleeding tendency. Its place in 
intestinal ulcerations has not been determined 
and needs further study. 

Vitamin P (sometimes called vitamin “cit- 
rin”) occurs in lemons and red peppers. Its 
deficiency causes increased permeability of capil- 
laries, It may have a place in the management 
of the edemas of aged and undernourished 
patients. 

Discussion.—\n many of these patients with 
major intestinal ulceration, the possibility of 
borderline states of nutritional instability may 
be overlooked, because there is a wide zone be- 
tween optimum nutrition and frank diet defici- 


ency, either of calories or vitamins. Im resec- 
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tion of the bowel for regional ileitis, tubercu- 
losis, diverticulitis, or malignancy, the failure 
of the suture line to hold may be due to lack 
of fibrin deposit typical of scorbutic states. 

W. B., an able-bodied laborer of an excitable nature, 
was hospitalized for an acute perianal infection. He 
suffered with anal pain, spasm, and constipation, and 
the administration of an enema was very painful. I 
suggested he take more fruit and water. About this 
time a friend brought him a half dozen oranges, which 
he ate one after the other. Early the next morning, 
he had a copious, soft evacuation and three more that 
day. Since then, an allowance of oranges (6 large 
oranges) is his laxative medicine. He constantly car- 
ried a cud of tobacco in his mouth. Elsewhere I have 
mentioned the possible effect of tobacco (page 6). 

Surgical Dietary Regimen for Digestive Ul- 
cerative and Neoplastic Patients Preoperative. 
—In outlining a dietary regimen for these pa- 
tients, we must supply the caloric needs of each 
individual patient by means of forced feedings 
of non-irritating, easily digested foods of low 
residue, but with abundant proteins, carbohy- 
drates, and minerals to build up his resistance 
and improve his blood picture while his bowel 
is being decompressed. We also need vitamin 
concentrates, such as fruit juices, malt extract, 
brewer’s yeast and cevitamic acid to supple- 
ment the food rations; and also there is a fre- 
quent need for hydrochloric acid at this time. 
This all tends to restore the colon to as nearly 
normal as possible. 

Postoperative, (A). During the Hospital- 
ization. During the first four days, the normal 
fluid and chemical status of our patient must 
be maintained mostly, if not wholly, by intra- 
venous administrations of salines and glucose 
solutions.14 By this meang about 700 calories 
or less per day may be administered. 

Beginning with the fifth day, a little liquid 
nourishment may be given by mouth and this 
may be increased each day until by the end of 
two weeks, there is a daily intake of 2000 cal- 
dries, balanced to contain proteins 56 grams, 
calcium 1 gram, phosphorus 1 gram, and iron 
13 grams. To this is added each day a supple- 
ment of vitamins A, B, ©, and D, 


LABORATORY CHECK-UPS 
1. Urinalysis, including estimation of vita- 
min C output. 
2. Complete blood count, including differen- 
tial, 


3. Deflation of the colon by means of 
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enemas. If the obstruction is incomplete, evac- 


uation is assisted with repeated small doses of 
magnesia sulfate. 

4. The twenty-four hour fluid intake is 
maintained at a 8000 cc, level during the entire 
period of hospitalization. If there is marked 
hydration when the patient enters the hospital, 
intravenous injections of saline, Hartman’s or 
Ringer’s solution, should be given to restore the 
chemical equilibrium of the blood. Later, caloric 
complement by 5 per cent. glucose solution may 
be given intravenously. The glucose should be 
given in distilled water, unless the patient is 
chloride deficient, 


POSTOPERATIVE MANAGEMENT 


Nothing by mouth and no enemas. 

2nd day: Warm water in one teaspoonful 
doses every hour, if tolerated. 5 per cent. glu- 
cose solution and normal salt solution to supply 
the necessary 3000 cc. of fluid intake is to be 
given intravenously. During the first two days, 
no food is given by mouth. 

8rd day: Water, sweetened tea, or fruit 
juices, one ounce every hour, is given, If fluids 
are not well taken by mouth, the deficiency up 
to 3000 cc. should be made up by 5 per cent. 
glucose and normal salt solution intravenously. 

4th, 5th, and 6th days: Allow two ounces of 
fluid each hour and try a dish (2 ounces) of 


strained cereal or pablum. Not more than two 
ounces feedings should be allowed every two 


1st day: 


hours. 

7th day: At the end of the week, a complete 
blood count and hemoglobin determination and 
a complete urinalysis and cevitamic acid output 
determination should be made. 

Sth day: It is well to begin giving vitamin 
concentrates. I add 1 dessertspoonful of Irra- 
dol-A to the cereal twice a day. This furnishes 
vitamins A, B, and D (including B, and B,). 
Vitamin C is furnished by two 25 mg. tablets of 
cevitamic acid. 

Dietary Outline.—During the first week, our 
patient is supported mostly by glucose and fruit 
juices, adding, as his appetite returns, the easily 
digested foods such as milk, pablum, and pureed 
vegetables. Beginning with the 8th day, cus- 
tards and desserts are allowed. 

The dietary management must, of course, be 
individualized because of the physical require- 
ments and idiosyncrasies of patients, The 
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cooperation of an able dietician is imperative. 
Meats, milk, cereals, and fruits, which are the 
basis of our dietary, must be served in various 
forms to avoid monotony of menus. The fol- 
lowing outline is offered as a suggestion that 
one food of each class be used each day. 

Fruits: Orange, tomato, grapefruit, melon, 
or apple sauce. Remove skins from prunes, 
apricots, peaches and pears. Bananas must be 
ripe, 

Cereals: Pablum,!® farina, or corn meal. 

Meats: Beef, lamb, fish, liver, or eggs. 

Soups: Vegetables should be strained out. 

Vegetables: Carrots, peas, spinach, or aspar- 
agus, potatoes (not fried). Noodles may be 
substituted for potatoes. 

Breads: Bread and biscuits should have the 
crust removed. 

Butter and cream are allowed freely. 

Desserts: Ice cream, sherbet, blanc mange, 
chocolate and butterscotch puddings, angel food 
or sponge cake, or gelatin. 

Beverages: Milk, malted milk, cocoa, cocoa 


malt, cal-c-malt, tea or coffee. 


58 E. Washington Street. 
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Maintenance of Normal Water Exchange by Intravenous 


Fluids, J. A. M. A., 107; 1522, 1936, 
15. Pablum made by Mead Johnson Co. Analysis: pro- 


tein 15 per cent.; fat 3 per cent.; carbohydrate 70.8 per cent. ; 
Moisture 7 per cent.; calcium 0.78 per cent.; phosphorus 0.62 
per cent.; iron 0.23 per cent.: copper 0.0013 per cent. 





PROGNOSIS IN JUVENILE RHEUMATIC 
FEVER 


SrTaNLEy Grpson, M.D. 
CHICAGO 
In temperate zones the rheumatic infection is 


one of the major medical problems of our day. 
Sir Thomas Lewis! of London states that about 
40 per cent. of all cases of heart disease in that 
region are due to rheumatic infection, and 
White? has found a similar percentage in the 
vincinity of Boston. In view of the great mor- 
tality from heart disease, not to mention the 
long period of partial or complete disability 
which often precedes the fata) termination, the 
magnitude of the problem is readily appreciated. 
Rheumatic fever is important alike to the pedi- 


atrician and to the internist. It is important to 


the pediatrician because in the great majority of 
cases, rheumatic fever has its beginnings in child- 
hood. Frank clinical cases are infrequent before 
the third year, The incidence gradually rises dur- 
ing the next few years, the greatest number of 
cases occurring between the sixth and twelfth 
years. It is also during the period of childhood 
that active infection is likely to be severe and to 
persist for long periods of time, or to recur 
after months or years of apparent quiescence. 
More often than is generally realized, death oc- 
curs before adolescence is attained. Rheumatic 
fever is important to the internist because the 
damage inflicted upon the heart, usually during 
the early years, imposes a permanent and ever 
increasing burden which may result in limita- 
tion of activity or actual breakdown in what 
should be the most productive and useful period 
of the patient’s life. 

It is necessary, therefore, to consider rheu- 
matic fever from two standpoints: first, the pe- 
riod of active infection, which is most marked 
during childhood, though by no means limited 
to this age period; and, second, the permanent 
damage which remains after the rheumatic ac- 


tivity has subsided. 





From the cardiac services of The Children’s Memorial Hos- 
pital and St. Luke’s Hospital, Chicago, This work was aided 


by the Bachmann Memorial Fund. Read before Section on 
Medicine, Illinois State Medical Society, May 22, 1940, Peoria. 
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The material from which the present observa- 
tions are made consists of 1,487 cases of rheu- 
matic fever and chorea studied at The Chil- 
dren’s Memorial Hospital and at St. Luke’s 
Hospital, These patients have been under ob- 
servation for varying lengths of time. The ma- 
jority are below the age of thirteen years, 
though at our adolescent clinic at St. Luke’s 
Hospital we have a considerable number in their 
later teens, and several who are between twenty 
and twenty-five years of age. It is obvious that 
the prognosis for these patients can be told 
only in part; indeed the complete story of the 
rheumatic infection in any individual can never 
be told as long as the patient remains alive. 

It may be well to inquire first of all as to the 
likelihood: of the heart’s 
child who has suffered a rheumatic episode. 
It is well known that a good many children 
suffer repeated attacks of chorea or polyarthri- 
tis without demonstrable injury to the heart. 
Yet this favorable turn of events is seen less 
often than is generally believed. Of the en- 
tire group of 1,487 patients, there were 864 
(58 per cent.) who have shown signs of heart 


disease. 


involvement in any 


These figures are highly significant 


as indicating the vulnerability o fthe heart to 
the rheumatic infection in childhood. Remem- 
bering that many of these patients have had 
their rheumatic infection for a relatively short 
time, it is inevitable that some of those who 
at present show no evidence of cardiac involve- 
ment will exhibit signs of cardiac damage as 
{ime goes on. 

Of the 864 patients who showed signs of 
heart disease, 146 (17 per cent.) are known 
to have died. The actual percentage is doubt- 
less considerably higher than stated here, in as 
much as we have been unable to keep in con- 
tact with a number of these children. 

I should like first to consider for a moment 
these fatal cases. It is significant that the 
great majority died during childhood. The age 
at death was less than three years in three in- 
stances, and gradually rose to a peak between 
the seventh and twelfth years. Only two sur- 
vived beyond the fifteenth year of life. These 
figures are a forcible reminder that the rheu- 
matic infection exacts a heavy toll during the 
childhood years. Further 
ease histories reveals the fact that in a surpris- 
ing number the total duration of the rheumatic 


inspection of the 
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infection from onset to death was measured in 
weeks or months, and that the patient suc- 
sumber to the initial rheumatic assault. This 
does not accord with the usually accepted teach- 
ings of the behavior of the rhelumatic infec- 
tion. So great an authority as Sir Thomas 
Lewis! says, “Death may occur in acute and 
very severe cases, but these are rare. A first 
attack is rarely fatal.” Yet in this group of 
146 fatal cases, five died within less than one 
month of the onset of the first symptom of 
rheumatic fever, 19 others within less than 
four months, and 20 others in less than a year. 
In other words, a fatal outcome occurred within 
a year of onset in 44 cases (30 per cent.). The 
majority of these patients showed the earmarks 
of a fulminant infection from the beginning, 
and continued to go downhill in spite of bed 
rest and therapy directed toward supporting 
the heart. We must therefore recognize that 
whether due to lack of resistance on the part 
of the child or to a particularly virulent strain 
of the infecting organism a considerable num- 
ber of rheumatic patients will succumb after 
a relatively brief illness, regardless of the treat- 
ment employed. 

In the remaining cases, save for a few who 
died of intercurrent infection, the fatal termi- 
nation resulted from a recrudescence of active 
rheumatic infection. It is worthy of emphasis 
that heart failure in childhood is brought on by 
activity of the rheumatic process rather than 
by cardiac strain due to valvular injury. This 
fact has been established by postmortem studies. 
Rothschild, Kugel, and Gross? made gross and 
microscopic examination of the hearts of 165 
patients who had had rheumatic heart disease. 
They found evidence of active rheumatic infec- 
tion in 106 instances. The age distribution 
was significant. Of 22 children who succumbed 
within the first decade of life, every one showed 
signs of active infection. In 44 individuals who 
died between the ages of ten and twenty years, 
41 revealed signs of rheumatic activity. Of 
the three who failed to show such signs, only 
ene died of myocardial failure. The other two 
died of causes unrelated to their heart disease. 
Even in the age group between twenty and 
thirty years, 78 percent., and in the age group 
between thirty and forty, 70 per cent. showed 
postmortem evidence of active rheumatic mis- 
chief. The above figures are illuminating in 
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that they emphasize the role of rheumatic activ- 
ity, not only in childhood but well into adult 
life in bringing about a fatal issue. It suggests 
that our efforts should be directed toward the 
detection and management of active rheumatic 
fever, rather than focusing our attention too 
narrowly upon the particular valvular abnor- 
malities which the patient happens to present. 
Autopsy studies offer many examples of pa- 
tients who have lived out their natural span 
of life in the presence of old and extensive 
valvular injury. 

Let us now consider our fatal cases from 
another point of view. What influence does 
the mode of onset or the presence of various 
rheumatic phenomena have upon the prog- 
nosis? It is generally agreed that chorea, poly- 
arthritis, subcutaneous nodules, and annular 
erythema are expressions of the rheumatic 
process, as well as the characteristic injury to 
the heart itself. With what frequency do we 
encounter these various manifestations in the 
fatal cases, compared to those who are still 
alive? 

We shall first consider chorea. The close 
association of chorea with other rheumatic 
phenomena is universally recognized, though 
the nature of this relationship is not altogether 
clear. Chorea behaves differently from other 
recognized rheumatic manifestations. In the 
uncomplicated case of chorea the temperature 
is normal, the white blood count is not altered, 
and the sedimentation rate is not increased. 
In other words, if we are dealing with an in- 
fectious process we are unable to establish the 
fact by clinical or laboratory means. Because 
of the absence of signs of infection, a few 
workers have questioned the place of chorea 
in the rheumatic series. Others have suggested 
that the localization of the infectious process 
in the tissues of the central nervous system 
may account for the absence of the usual signs 
of infection. Perhaps the most generally ac- 
cepted view is that chorea is a mild manifesta- 
tion of rheumatic fever, less likely to be asso- 
ciated with severe heart disease than when 
other rheumatic manifestations are present. 
Our figures support this view. Of the 146 
fatal cases, only 18 (12 per cent.) had chorea. 
This contrasts with a fatality rate of 17 per 
cent., in the cardiac group as a whole. More- 
over all except two of the 18 children who had 








_ manifestation. 
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chorea gave in addition a history of one or 
more attacks of polyarthritis. With both poly- 
arthritis and chorea present, one cannot be too 
sure of the importance of chorea in its relation 
to the cardiac involvement. It seems especially 
significant that chorea constituted the first 
rheumatic episode in only three of the 18 cases. 

Polyarthritis is the most frequent rheumatic 
It occurred in 983 (66 per 
cent.) of our 1,487 cases. It is most often the 
first evidence of the presence of rheumatic in- 
fection. It is more frequently accompanied by 
involvement of the heart than is chorea. Of 
581 cases of chorea, 223 (38 per cent.) showed 
signs of heart disease, while 617 (63 per cent.) 
of the cases of polyarthritis were found to have 
cardiac damage. We were not able, however, 
to discover any correlation between the extent 
or severity of the joint involvement and the 
incidence or severity of the injury to the heart. 
In some of the fatal cases the involvement of 
the joints was minimal, and in some whose 
hearts escaped, the joint pains were severe. 

The rheumatic nodule is pathognomonic of 
rheumatic fever. It usually occurs in the course 
of severe active rheumatic heart disease .being 
rarely found in the absence of demonstrable 
cardiac involvement. Rheumatic nodules were 
present in 56 (39 per cent.) of the 146 fatal 
cases. They were present in 100 (14 per cent.) 
of 718 cardiac patients who are still alive. It 
is thus seen that they were much more frequent 
in fatal rheumatic fever than in the less severe 
cases. It may be well to point out, however, that 
whereas the presence of rheumatic nodules in- 
dicates a severe degree of infection, the absence 
of rheumatic nodules does not necessarily imply 
a good prognosis. It has been our experience 
that rheumatic nodules are often absent in the 
acute fulminating cases. They appear most 
often in the seriously sick child whose illness is 
protracted. The number of nodules present in 
a given case is said to be of prognostic impor- 
tance, the greater the number the greater the 
likelihood of a fatal termination. While this 
may be true in the main, exceptions frequently 
occur. I have recently seen two children, each 
of whom had more than fifty nodules at one time, 
and both made a good recovery from the active 
infection. 

Pericarditis is recognized as a serious manifes- 
tation of rheumatic heart disease. Postmortem 
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studies show that pericarditis is present in the 
great majority of fatal cases in childhood. The 
diagnosis during life is often open to question 
unless one hears a typical to-and-fro friction 
sound over the heart. It was only when such a 
friction rub was heard that a diagnosis of 
pericarditis was made in our cases. A pericardial 
friction rub was heard in 64 (44 percent.) of 
the 146 fatal cases, and in 61 (8.5 per cent.) of 
the 718 children who survived. The much higher 
incidence of demonstrable pericarditis in the 
fatal cases emphasizes its evil prognostic signifi- 
cance. 

Annular erythema is a skin manifestation 
which is usually regarded as pathognomonic of 
rheumatic infection. In our experience this skin 
lesion occurs in a very small percentage of the 
rheumatic children. We have records of so few 
instances of rheumatic erythema that they are 
not statistically important. Our experience has 
been that the erythema occurs chiefly in children 
who have signs of active rheumatic infection, but 
who are not seriously ill and are progressing 
favorably. It has occurred in a few children 
who have apparently recovered from active in- 
fection as judged by clinical signs and the sedi- 
mentation rate. It is usually absent in seriously 
sick children, though on a few occasions we have 
seen patients who have exhibited rheumatic 
erythema and rheumatic nodules at the same 
time. Although the erythema is seen in rela- 
tively few of the rheumatic children, once it 
occurs it is prone to be present intermittently for 
weeks or months. 

In spite of the high mortality which has al- 
ready occurred in our series of cases, and the 
high incidence of serious heart disease in those 
who have survived, attention should be called to 
the fact that a gratifying percentage of the rheu- 
matic children offer a more encouraging prospect. 
Fortunately there are a number who, having suf- 
fered a single rheumatic episode, remain appa- 
rently free from recurrent infection for years. 
If the heart has suffered some degree of damage, 
the abnormal findings appear to remain sta- 
tionary, or even to diminish. In fact there is an 
appreciable number of instances in which the 
signs of heart disease have disappeared alto- 
gether. The time has been too short to say 
whether recurrences may yet occur. Yet it is 
well known that the tendency to recurrences is 
greatest in the first few years following the initial 
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rheumatic invasion. It is also recognized that 
recurrences of rheumatic fever are less frequent 
and severe with the advent of puberty. We feel 
that the child who has had no recurrence over 
a five-year span has passed through the most 
critical period. If he has also reached the age 
of fourteen or fifteen years, he has an added 
element of safety. It is this more fortunate 
patient, who has come through his childhood 
years in relatively good condition that in later 
years comes to the internist with varying degrees 
of cardiac disability. 

In conclusion I should like to point out that 
the observations which we have made on this 
group of children give an altogether inadequate 
idea of the ultimate fate of the rheumatic child. 
Our findings do, however, suggest some of the 
lines along which prevention and treatment 
should be directed. The fact that a first attack 
of rheumatic fever is often serious and sometimes 
fatal emphasizes the importance of complete bed 
rest from the very beginning of the attack in 
the effort to spare the heart. In as much as 
cardiac failure results from active infection, 
bed rest should be prolonged until there is as- 
surance that convalescence has been established. 
Because of the tendency for rheumatic fever to 
recur in the first few years following the initial 
attack, it is during this period that preventive 
measures are of greatest benefit. Protection from 
respiratory infections is important. Living con- 
ditions should be the best that circumstances 
will allow. When it is feasible, change of resi- 
dence to a warm equabile climate, either per- 
manently or at least during the winter and 
spring months, is indicated. Our efforts to 
safeguard the future of the rheumatic child will 
be unsatisfactory and more or less empirical until 
the cause of rheumatic fever is discovered. In 
the meantime we have sufficient knowledge to 
enable us to reduce, at least to some extent, the 
great mortality and morbidity resulting from the 
rheumatic infection in childhood. 


SUMMARY 


1, Of 1,487 patients with rheumatic fever or 
chorea, 864 showed signs of heart disease. 
2. 146 patients have died. 

3. Rheumatic nodules and pericarditis occur- 
red in a much higher percentage of the fatal cases 
than in those who survived. 

4, Chorea and rheumatic erythema are most 
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frequently associated with mild rheumatic *in- 
fection. 

5. Active rheumatic infection is the chief 
cause of heart failure in childhood. 

6. Management should be directed toward 
the control of the active infection, and the pre- 
vention of recurrences. 

104 South Michigan Avenue. 
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THE DIAGNOSIS OF PERFORATED 
PEPTIC ULCER 


Lourie River, M. D., F. A. C. 8. 
OAK PARK, ILLINOIS 


The striking clinical picture of acute perfora- 
tion of a peptic ulcer is as memorable to the 
clinician as is the sudden agonizing pain to the 
victim. This vivid memory of the perforative 
stage, the textbook inferences that characteristic 
symptoms are constant; and the scant attention 
paid diagnosis in the literature all contribute to 
the common assumption that there should be 
little difficulty in the diagnosis. Frequently it 
is urged that haste is the crux of the matter 
anyway, and that diagnostic doubt, if any, is 
better resolved by exploration than by methods 
which delay surgery. Procrastination in the 
presence of perforation is scarcely less deplorable 
than delay in the presence of laryngeal obstruc- 
tions, but one can scarcely so indict the minimal 
delay necessary to attempt a documented pre- 
operative diagnosis. 

The diagnosis of perforated peptic ulcer is 
not invariably easy,-even in acutely ill patients 
with continuing leakage. The variable occur- 
rence of classical symptoms 1n such cases is well 
known to those who have had the opportunity to 
examine many patients with acute abdominal 
disease, particularly in hospitals which treat fifty 
to one hundred perforations yearly. It has, in 
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at least one report, been treated statistically. 
Thompson studied 500 acutely ill patients, 90 
per cent. with proven perforations. Taking 
ulcer history, and the characteristic onset, pain, 
and rigidity as major signs and symptoms he 
found these variably noteworthy in 90 per cent., 
cutstanding in about 70 per cent. Sallick, re- 
porting a smaller series, states the diagnosis to 
have been rapidly reached on typical symptoms 
in 85 per cent. Lang, on the other hand states, 
“hoardlike rigidity was always present.” 

Not only are the signs and symptoms variable 
in constancy of occurrence, mutable in intensity, 
but they also deviate in persistency. Singer aptly 
suggested that the indelible impression left in 
the mind of the physician observing a patient 
in the acute perforative stage conditioned a be- 
lief in symptoms as persistent as the memory. 
More often than not, the postoperative or latent 
stage is characterized by a deceptive subsidence 
in the apparent severity of the illness. Cope em- 
phasizes that the deception is complete if one 
then depends solely on memory or descriptions 
of the perforative stage. The obscurity of the 
diagnosis is greater if, in addition, the case pre- 
sents only atypical symptoms. It may become 
exceedingly difficult in the formes frustes, the 
late formes frustes (third and fourth days) sim- 
ulating obstruction, and the alternately leaking 
and sealing types. 

It is probably safe to assume that the diagno- 
sis is relatively obscure in twenty per cent. of all 
cases of perforation. The careful collection and 
evaluation of clinical evidence, required to arrive 
at a preoperative diagnosis in these cases, serves 
well as a routine procedure in the apparently 
textbook cases. In the one it assures operation 
where surgical urgency is not apparent; in the 
other it will occasiona!ly avoid calamitous inter- 
ference in coronary heart disease, diaphragmatic 
pleuropneumonia, acute pancreatitis or spinal 
cord disease. Any of these medical conditions 
may simulate perforation. It is not the intent 
of this paper to make the diagnosis seem hard 
(most perforations will be quickly perceived as 
such), but to suggest means of clarifying it. 

The late Harry Singer suggested a reasonable 
and humane routine to facilitate history-taking 
in patients suffering extreme abdominal pain. 
First, rapid thorough examination of the abdo- 
men, including that by consultant or surgeon if 
planned, then morphine, either hypodermic or 
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intravenous, then the elicitation of the history 
from a less distracted and more cooperative pa- 
tient. Here one must remember that relief from 
pain may influence the patient or relatives to 
refuse operation. Singer and many others have 
noted with what accuracy these patients recall 
the onset and course. Pertinent but not leading 
questions greatly reduce the time necessary to get 
a complete story of the illness, which should be 
recorded as a running narrative with dates, hours 
and minutes noted. Singer first described the 
minute by minute history so well taught since 
by Vaughan, and declared that the Murphy hour 
by hour history was inadequate in the presence 
of severe abdominal pain. He felt that in the 
postperforative and peritonitic stages anything 
less precise was of minimum value. Parenthet- 
ically, let it be remarked that the frequent ref- 
erences to Singer occur by reason of his out- 
standing clinical work on the diagnosis of per- 
forated ulcer. 
HISTORY-TAKING 


The history should be recorded, if only jotted 
notes are made to aid the memory. The de- 
scription of the health previous to the onset of 
severe pain is of extreme value in diagnosis, as 
is, of course, a clear admission of previous indi- 
gestion with an ulcer-like rhythm. Under the 
duress of great pain, the patient may have slight 
memory for an annoying distress to which he was 
accustomed for weeks or months. At least 
twenty per cent. of these patients give no pre- 
vious ulcer history. Occasionally, the oppor- 
tunity of prolonged observation of the patient 
being rare, the sudden onset may be missed in 
the history if there have been prodromal symp- 
toms of great and increasing severity. State- 
ment of activity at the time of onset is less im- 
portant than of activity thereafter. Perforation 
is unlikely if the patient continued at work, 
failed to moan, groan or cry for help, undressed 
himself, walked without extreme care, or walked 
or was moved without pain. The relationship 
of onset with the last meal, and its composition, 
are noted; next, what methods of pain relief 
were sought and with what success. Changes in 
position, forced vomiting, heat to the abdomen 
or medication may have been therapeutic straws 
grasped at during the time of pain, a pain capa- 
ble of producing cold sweating of face and ex- 
tremities. 

Qualitative and quantitative changes in the 
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pain are described chronologically, and the 
presence, location and duration of any referred 
pain inquired. The relatively high occurrence 
ol referred pain in the right or both shoulders 
has been shown by Thompson, and is well known 
to most students of perforation. The patient’s 
knowledge of tenderness with the pain is mod- 
erately constant, more so than is vomiting as a 
symptom (less than 50 per cent). Past his- 
tory, family and systemic review of symptoms 
may well be abbreviated. At hand upon conclu- 
sion of the interrogation is a complete sequential 
review of the notable symptoms at each stage of 
this illness. Careful questioning, even in the 
postperforative or peritonitic stage, will almost 
certainly have ascertained the previous presence 
of one or more of the major symptoms. This, 
with the minute description of the course and 
any minor symptoms established, if not strongly 
suggestive, will at least make it evident that 
perforation must be ruled out. 


PAIN 


The pain of perforation is almost invariably 
of sudden onset, although this may be obscure, 
as previously suggested. Vaughan feels that 
suddenness of violent onset is the most constant 
major sign. The pain of the perforative stage 
may be described as knife-like, tearing, twisting 
or burning, but is always described as severe. 
Seldom does any other abdominal pain produce 
cold sweating of face and extremities. If it 
becomes less severe, as frequently it does in the 
postperforative stage, the patient is relatively 
comfortable except for movement, cough or deep 
breath. The carefully preserved immobility in 
perforation is not due to inability to move, but 
to increase of pain on movement. Even knowing 
this, the agonized patient may despairingly rock 
back and forth, stand and sit, even roll, in a vain 
effort to secure relief. Seldom, however, will be 
roll and throw himself about as recklessly as the 
patient with severe colic. Singer coined the term 
ambulance pain to describe the highly constant 
aggravation even by slight bumps in transport. 
At its worst, the pain, as distinguished from that 
of most other possibilities, is not adequately re- 
lieved by hypodermic morphine, an increased 
dose or intravenous administration being neces- 
sary. At its least, it is still severe. Referred 
pain over both shoulders is highly significant, 
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indicating irritation of the central diaphrag- 
matic peritoneum. 
EXAMINATION 


The slow, forceful pulse, possibly subnormal 
temperature and non-distinctive blood and uri- 
nary findings are of more value in differential 
diagnosis than in direct. Delay for repeated 
blood counts or hemograms is useless. Physical 
findings of a nature supplemental to the well- 
known facies, attitude, rigidity and tenderness 
are most useful in the absence of one or more 
of these, particularly in atypical cases and in 
the postperforative stage. 

Notation of the habitus is worth while. In 
general, thin middle-aged men have ulcer, the 
better nourished ones, gallbladder and pancreatic 
disease. In addition to reluctance to turning, 
these patients are seldom if ever seen lying on 
the side, even when they claim little or no pain. 
Noted by J. Howser, the explanation may be 
that sitting or supine, the least possible contact 
of fluid and anterior parietal peritoneum is per- 
mitted, or that spill is minimized. 

Respiration is altered, even with minimal pain 
and localized, less than board-like, rigidity. It 
is shallow and costal, but the alae nasi are not 
working until late in the peritonitis, 


PALPATION 


A point of maximum tenderness can be found 
in the epigastrium or just above and to the right 
of the umbilicus, even though the right lower 
quadrant may at first seem more tender. Murphy 
punch over the costovertebral angle will usually 
elicit pain posteriorly, especially on the right, 
and often felt anteriorly at the site of the orig- 
inal pain. With any but the least spill the 
cul-de-sac soon becomes exceedingly tender to 
rectal or vaginal touch, but no mass is felt. In 
addition to the possible modifications in degree 
of rigidity after free perforation, (and in the 
formes frustes), it may be absent in the per- 
forative stage of the classical case, especially in 
feeble or aged patients. When early, it is less 
than maximal; the rebound phenomenon can be 
elicited. 

PERCUSSION 


Demonstration of free fluid in the classical 
cases is hardly worth the pain caused by turning ; 
in others it is much less easy. By examination 
in the left lateral position the demonstration of 
obliteration of liver dullness is probably higher 





wil 





940 





October, 1940 


than the fifty per cent. frequently quoted. It is 
less certain than x-ray. 


AUSCULTATION 


The total absence of bowel sounds, “silent 
belly,” is probably the most constant finding. 
Probably a reflex ileus, it occurs early. Vaughan 
has noted it twenty minutes after perforation. 
The marked reduction in vigor and frequency of 
sounds is significant in the less typical case, al- 
though recovery of the bowel may be rapid in 
forme fruste. If the spill is down the right lum- 
par gutter, as is usual, a few sounds may be 


- heard on the left, no reduction being heard in 


an appendicitis of equal duration, except where 
rupture is the first symptom. Absence of bowel 
sounds early in abdominal disease characterized 
by sudden onset of severe diffuse pain, is almost 
as pathognomonic of perforation as the hearing 
of obstructive borborygmi at the acme of colicky 
pain is of simple obstruction. Training of one’s 
ear in this simple test is of great assistance in 
the diagnosis of acute abdominal disease. It 
may be remarked that in the early peritonitic 
stage, even of classical perforation, the bowel 
may be so well recovered that, with some kink- 
ing, sounds of obstructive character may be 
heard. However, they do not occur simultane- 
ously with crampy pain. 


X-RAY 


Highly suggestive, but not always demon- 
strated, is the presence of free air beneath the 
diaphragm. It is found in 85 per cent. of the 
cases so examined at Cook County Hospital. 
Popper in 1915 first suggested the value of 
fluoroscopy in ulcer perforation. It has been 
used freely and profitably at Cook County Hos- 
pital since shortly thereafter. The ease with 
which it is accomplished on the cart, and with 
which pleural, pulmonary and obstructive lesions 
may at the same time be differentiated greatly 
enhances its value. With the onset of general 
bacterial peritonitis the presence of the gas bub- 
ble may be the only means, not excluding a good 
history, of making a diagnosis. As diagnostic 
signs of primary importance in perforation, 
“silent belly” and “gas bubble” take second 
place only to sudden, violent onset. 


DIFFERENTIAL DIAGNOSIS 


Acute appendicitis is most frequently confused 
with perforation of peptic ulcer. If severe pro- 
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dromal symptoms of perforation are mistaken for 
the gradual onset of appendicitis, the similarity 
may seem great; otherwise the sudden violent 
onset is the first and outstanding disparity. In 
either continuing free, or in formes frustes per- 
forations, the spill down the right lumbar gutter 
produces the sequence of severe, diffuse epigastric 
pain, anorexia, nausea and vomiting or all three, 
with later shifting (not localization) of the pain 
to the right lower quadrant. Here, making re- 
newed contact with anterior parietal peritoneum, 
the fluid produces pain, rigidity, and tenderness. 
In the post perforative stage or after sealing of 
the hole, simulation is close. 

The incongruities, of which several should be 
apparent, are, first, signs of diffuse peritonitis 
in the first 24 hours, ruling out appendicitis. 
The onset is more sudden, the initial pain more 
severe, constant and disabling than the usual 
colicky epigastric or periumbilical pain in ap- 
pendicitis. The area of the initial pain, tender- 
ness and rigidity, if any, remains tender, usually 
rigid. The right lower quadrant findings are 
greater than compatible with an appendicitis of 
equal duration. Generally, tenderness and rigid- 
ity are also found posteriorly. Their presence 
front and back, and severe tenderness in the cul- 
de-sac, is not found in appendicitis. Even with 
mistaken prodromal symptoms, the pain of per- 
foration being taken for that following perfora- 
tion of the appendix, the shift of pain is from 
epigastrium to right lower quadrant. In appen- 
dicitis the spread is from below upward. Incom- 
patibly diminished or absent bowel sounds, or 
air bubble early, usually make differentiation 
plain (perforation of the appendix produces a 
gas bubble but rarely). 

Mistaken right lower quadrant operation, find- 
ing a nonserous fluid, especially in front of the 
omentum, and an appendix only sharing in the 
general serosal infection, should immediately be 
abandoned and the ulcer perforation sought. Al- 
lowing the condition of the patient to be not 
good, it will speedily be worse. The diagnostic 
error is excusable; failure to deal with the path- 
ological condition found at operation is not. 


GALLBLADDER DISEASE 


The history of previous similar attacks, of 
selective food dyspepsia, and of slow approach 
to the acme of the pain are features which may 
aid in the identification of bile tract disease. 
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The usual victim is a fat woman; of perforation, 
a thin man. The sudden onset of pain in per- 
foration, even though masked by a severe pro- 
drome, its steady disabling severity as opposed 
to intermittent colic and writhing, twisting sub- 
ject, and its greater resistance to hypodermic 
morphine assist in its identification. If pain 
is referred to the back, it is not to the angle of 
the right scapula. 

Signs of general peritonitis are lacking in gall- 
bladder disease; if it occurs it is local, frequently 
even after rupture of the gallbladder. Should 
this accident be followed by a primary rapid 
spread, the patient, after localization, is much 
more ill than the perforation patient in the 
latent or postperforative stage appears. Charac- 
teristically, the patient with localizing forme 
fruste perforation seems much better in spite 
of signs of a peritonitis. Despite these criteria, 
the differentiation between perforation of a gan- 
grenous gallbladder, of a gangrenous appendix 
with a mal-descended cecum and the secondary 
rupture of a forme fruste abscess below the liver 
may be well nigh impossible. Each may have 
lengthy prodrome, sharp sudden pain in the right 
upper quadrant and sharp right shoulder re- 
ferred pain. The difficulty is impressively dem- 
onstrated by seeing each of these conditions on 
the same day, with almost identical histories and 
findings and no air bubbles. The accurate loca- 
tion of the greatest tenderness is often of great 
aid, and a palpable gallbladder sometimes settles 
the doubt. 

PANOREAS 


Age, sex, and habitus are important observa- 
tions. The onset of hemorrhagic pancreatitis 
may seem as abrupt as that of perforation, but is 
more often than not preceded by the gallbladder 
type of history. The rigidity is seldom as great 
or extensive, the pain remains much better 
localized to the epigastrium and is more often 
felt in the back. Deep tenderness in the left 
costovertebral angle is rare in perforation, almost 
characteristic in pancreatitis, The history or 
presence of jaundice, a positive diastase test, and 
the less severe tenderness, rigidity and prostra- 
tion should separate classical types. Important 
in addition to, or in the absence of these, are 
the tendency of perforation signs to be right- 
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sided, and the infrequency of cul-de-sac tender- 
ness in pancreatitis. 
PERFORATION OF CARCINOMATOUS ULCER 


This condition may be suspected from the hab- 
itus, the age, or the previous history. The spill 
and pain spread is most often down the left side 
due to the more cardiac position of the ulcer. 
Otherwise the signs and symptoms are those of 
perforation. 

INTESTINAL OBSTRUCTION 

While the pain of strangulation with sudden 
circulatory damage in the bowel may come on 
abruptly, and the pain be steady, there tend to 
be colicky exacerbations, accompanied by in- 
creased obstructive bowel sounds, and no signs 
of peritonitis immediately following the pain. 
Vomiting is much more commonly observed and 
is more persistent. Considerable fluid will be 
aspirated from the stomach while enemas will 
have no result, the reverse of the condition found 
in perforation. There should be no confusion 
here. Later in the disease, after gangrene of 
the gut and general peritonitis, the differential 
diagnosis is not easy. The findings on the third 
or fourth day of a forme fruste perforation often 
suggest mechanical obstruction with a localizing 
peritonitis. Distention, obstipation and perhaps 
increased peristalsis arise from kinking of the 
bowel. The x-ray picture with paralleling, etc., 
may also be suggestive, but an air bubble, if 
found, leaves little room for question. It may 
be the only means of decision. Unquestionably 
some perforation patients, seen first with a bac- 
terial peritonitis and paralytic ileus, die without 
perforation indicted as the exciting cause. 


PNEUMONIA 


The initial pain in pulmonary diseases involv- 
ing the diaphragmatic pleura is not so severe as 
that of perforation. In both the depth of res- 
piration is pain-inhibited, but with the former 
the working alae nasi, the grunting, the in- 
creased rate, and the lag of one side of the chest 
are usually notable. The facies in classical types 
can scarcely be confused. X-ray for gas bubble 
usually reveals opacities on the upper side of 
the diaphragm. 

ECTOPIC PREGNANCY 


Sex, age, and altered menstrual rhythm are 
significant features in the history. Although 
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epigastric and shoulder pain are common, the 
pain spread is from below upward and the first 
signs of peritonitis are pelvic, then hypogastric. 
Not only is the cul-de-sac tender, it is full. The 
rapid pulse, other signs of hemorrhage, and rap- 
idly increasing signs of infection complete a pic- 
ture unlikely to be seen in perforation. 
DIVERTICULITIS 


The rupture of an abscess in a diverticulum 
may produce an air bubble and hence might be 
confusing. However, the usual chill, the early 
evidence of infection and the spread from below 
upwards should clarify the picture. 


MESENTERIC OCCLUSION 


The sudden onset, the severity of the pain, and 
the absence of bowel sounds can seem confusing. 
The presence of auricular fibrillation, bloody 
stools and the late appearance of symptoms of 
peritonitis should aid in the diagnosis. 


CORONARY HEART DISEASE 


Here there may be a suggestive history of 
distress before meals, but it is usually produced 
by physical activity. The sudden onset with 
severe epigastric pain is accompanied by exten- 
sion upward into the chest, by dyspnea, low blood 
pressure, almost inaudible heart sounds, rapid 
pulse and respiration, and moderate defensive 
epigastric rigidity which fluctuates with respira- 
tion. These accompaniments are not found fol- 
lowing the onset of perforation pain. The in- 
ability to move because of prostration rather than 
pain and the presence of active bowel sounds 
should readily rule out perforation. 


TABES DORSALIS 


However dramatic the occurrence and severe 
the pain in gastric crisis, the absence of tender- 
ness and rigidity, the severe nausea and vomit- 
ing and well heard bowel sounds complement the 
signs of tabes to distinguish it from perforation. 
It is, of course, possible for a tabetic to have 
perforated peptic ulcer, hence confirmation is 
necessary. In disturbances involving the pos- 
terior roots of spinal nerves and producing ten- 
derness and rigidity, the absence of any other 
signs of perforation and the observation of spinal 
deformity make error unlikely. 

Because of rarity and slight chance to he long 
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considered in the differential diagnosis, mention 
only is made of perforated typhoid ulcer, peri- 
arteritis nodosa, distention of Glisson’s capsula 
in acute decompensation, acute pericarditis and 
arachnidism. Traumatic abdomen to be con- 
fused would probably present findings indicating 
exploration. Renal colic can scarcely be con- 
fused, but the differentiation of a retroperitoneal 
abscess following a duodenal perforation, from 
a perirenal abscess, may rest entirely on the his- 
tory. 

The differential diagnosis of perforation be- 
comes more accurate with the diligence employed 
in taking a history and skill and care in phys- 
ical examination. No amount of collected clin- 
ical evidence is of much value until considered 
with discrimination, but the more facts, the bet- 
ter the basis for judgment. In a condition pos- 
sible to be so unequivocably announced or so 
obscurely indicated as perforated peptic ulcer, 
these considerations seem especially important. 


SUMMARY 


Accurate preoperative diagnosis in the less 
typical cases of perforated peptic ulcer is facili- 
tated by careful, complete, minute by minute 
history. This is best taken after the physical 
examination and a dose of morphine or dilandid. 
Auscultation of the abdomen, fluoroscopy for free 
intraperitoneal air and drainage of the stomach 
by Wangensteen tube are invaluable procedures 
in addition to those usual in a thorough exam- 
ination. When predicated as a routine, even 
when the diagnosis seems obvious, an occasional 
unfortunate surgical intervention may be pre- 
vented. The time needed for complete work-up 
should not exceed one and one-half hours; cer- 
tainly not an interval likely to increase the mor- 
tality from delay. 

In the opinion of this author the major signs 
and symptoms, however disguised, in the order 
of their presence and importance are sudden vio- 
lent onset, altered bowel sounds, subdiaphrag- 
matic air bubble, severe disabling pain with ten- 
derness (one spot of maximal tenderness, aggra- 
vation of distress on turning over), ulcer history, 
and habitus. The presence of any one of these 
in a patient with acute abdominal disease should 
require that perforation be strongly considered, 
of two or more, that it be ruled out. 
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CONCLUSIONS 


1. The diagnosis of acute perforation of peptic 
ulcer is not uniformly easy and it is probable 
that many formes frustes perforations are over- 
looked, as well as some classical types seen in the 


postperforative stage. 


2. The delay sufficient for the usual careful 


clinical consideration is not a factor in the mor- 
tality from this accident. 

3. A routine for history taking is suggested 
and the main features in differential diagnosis 
briefly considered. 

715 Lake Street, 


Oak Park, Tlinois. 
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ADDRESS 


NatHan B, VAN ETTEN, M. D. 
President of the American Medical Association 


NEW YORK CITY 


I am highly privileged in being permitted to 
bring the felicitations of the American Medical 
Association to the Women’s Auxiliary of the 
State of Illinois. 

Although women have always exercised great 
influence in shaping the course of civilization, 
although women have always done their share of 
the world’s work, new responsibilities have been 
laid upon them since they have assumed the full 
vesture of citizenship. 

And now as the wives of physicians you have 
not just become so many more republicans or so 
many more democrats, but so many more citi- 
zens who regardless of party labels have added 
themselves to the army of professionals whose 
chief concern is the physical, mental and moral 
welfare of the American people. 

Although your first interest is in the medical 
profession, I would like you to think of all of 
the professionals whose cooperation could be of 
incalculable value in raising the standards of 
our public health. 

The cordial cooperation of all professions as- 
sumes great importance today when the tendency 
of much political thinking runs toward central- 
ization of authority in the hands of government. 

There are, of course, important blanket powers 
which must be invoked by a federation of forty- 
eight commonwealths for their mutual protection 
against a common foe such as the spread of 
communicable disease. The carelessness of one 
or more States must not be permitted to jeopard- 
ize the health of citizens of other states. 

Each profession has its own traditions. As | 
review them I believe that they are all trying to 
profit by their experience to create a generous 
spirit toward one another and to find common 
ground upon which they may stand for develop- 
ment of a sound body of American opinion. 

The professions of medicine and dentistry, the 
professions of law and the ministry of religion, 
the professions of nursing and of pharmacy, all 
have interdependent responsibility for promoting 
the health of our people. 

Sickness is intensely individual, the sick man 
is the unit upon which must be concentrated all 
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the professional forces which surround him, his 
sickness must not be neglected, his family must 
be helped and protected, his immediate neigh- 
borhood must be enlisted to stop the spread of 
infection, to give him needed sustenance or to 
appeal to a wider source of help to restore him 
to functional citizenship. Sickness must be dis- 
covered where it is, and treated on the spot as 
quickly as possible by local agencies which are 
capable of understanding an individual problem. 

A paternalistic bureau at the State or National 
capital may accumulate a large pool of tax con- 
tributions from every little community, but when 
the community needs help from the capital, half 
or two-thirds of the dollar the community put 
into the pot has disappeared in the process of 
administration and after a long time the local 
community gets back fifty or thirty cents, and 
one sick individual has become many sick indi- 
viduals. 

We all know that there are many people who 
are poorly fed and poorly sheltered and conse- 
quently in poor physical condition. 

We all know that there are many people who 
have little or no medical care or dental care. 
These conditions could be discovered at their 
homes by well organized case finding agencies 
such as welfare workers and a greatly extended 
army of public health nurses. 

Numerically the professions are now adequate 
and now graduates more than amply supply 
deficiencies. The need for dental care is enor- 
mous; it is caused by poverty and poor food; by 
indifference on the part of the family; by lack 
of authority in the schools and general failure 
of education to reach the individual before the 
teeth are destroyed. Very few people think of 
teeth before they ache. Very few people realize 
the importance of healthy mouths to healthy 
bodies. Very few people place any value upon 
health until it is lost. 

The detection of disease by the organized pro- 
fessions is a civic function which is vital to the 
health of the nation. 

The professions must operate in the smallest 
political sub-divisions such as school districts. 
They must operate through general practitioners, 
welfare workers and specially trained nurses. 
Case finding must be developed intensely. When 
local money is insufficient county or state or na- 
tional funds must be available. 
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Facilities such as hospitals may be provided as 
visualized by the President in his new hospital 
proposals, but they must have decentralized op- 
eration. The sick man should be citizen No. 1, 
not the one hundred and thirty millionth of the 
insects that build up our vast population. 

In order to be effective the professions must 
be the targets of special education to make them 
realize their local responsibility and all people 
must be educated in the values of the help the 
professions are competent to give and they must 
be willing to support their efforts. 

The general practitioners among physicians 
and dentists, lawyers and clergymen are the pro- 
fessionals who know local needs. Many of them 
work under their own power, but the load has 
become much greater than formerly since public 
health needs are better understood and concen- 
trations in urban groups have assumed new pro- 
portions. 

These general practitioners are among the 
most valuable citizens of this republic, by and 
large, they are God fearing and cherish the high- 
est ideals. In rural regions they are frequently 
satisfactorily supported by farm products, but in 
cities the barter of commodities in lieu of money 
is more unreliable and general tax funds will be 
needed. 

The highly qualified specialist is of course, an 
important figure in the health picture and he is 
most generous in the contribution of his skill to 
the service of poor people in public hospitals. 

However, master craftsmen are sometimes 
found among those who have been obliged to 
develop extraordinary skills through the exercise 
of their five or more senses. I know a master 
craftsman who for many years did the finest 
kind of dental work with patients in a rocking 
chair and with no power machinery except his 
own hands. I have met Harrison of Arabia who 
is the only surgeon in a large area of that coun- 
try and who has a hospital building with no 
beds. His patients lie upon concrete floors. He 
has no skilled assistant and no trained nurses. 
He does most excellent major surgery of all kinds 
with remarkable success. His fee for any opera- 
tion, large or small, is just like the Mayo’s, one 
month’s salary and one month’s salary in that 
country amounts to three dollars. He is a mas- 
ter craftsman. : 

Kach one of you probably knows someone who 
measures up to similar standards. 
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[ know a surgeon in a small town in New 
York State who accumulated a very large estate, 
who did not send a bill to any one for many 
years. His fees were whatever his patients vol- 
unteered to pay and he was quite happy when 
no fee at all came, providing he was able to per- 
form a successful operation. He was a master 
craftsman. : 

The evolution of the doctor, the evolution of 
the hospital and all the mechanical helps for 
medical service are interesting to contemplate, 
but the tools of the modern practitioner have 
often taken the place of self reliance and have 
replaced the deductive power that formerly made 
great diagnosticians and great operators. 

American dentists lead the world in the field 
of prevention and of surgical repair and research 
into the cause and effects of nutritional failures. 
Investigative study develops new and stimulating 
inspirations. Their help is indispensable in team 
work with the physician. 

American physicians are justified in a pride 
of conquest over disease, but they are really more 
interested in their failures and they are impa- 
tient with complacency. 

While new low percentages are reported for 
tuberculosis, for diphtheria, for the casualties of 
maternity and for all diseases of children, the 
statistics of degenerative diseases, of insanity 
and of preventable communicable disease can- 
not be taken lightly. Too many hearts are break- 
ing under modern strains, too many people be- 
tween the ages of thirty-five and sixty-five are 
limping along with incapacities, too many cases 
of smallpox, nearly fifteen thousand in the 
United States last year and increasing at an 
alarming rate because public health authority is 
not obeyed. Too many people are in hospitals for 
the insane, as many as all other hospitalized pa- 
tients added together. 

General paresis and other syphilis of the cen- 
tral nervous system accounts for very large pro- 
portions of the tenants of our State institutions, 
every one of which is crowded from ten to four- 
teen per cent. beyond normal capacity. These 
and contributing economic conditions are stirring 
the medical profession to demand new organiza- 
tion of health services for the American people, 
and are expressed ‘in the new platform of the 
American Medical Association. 

The essentials of this new platform of the 
American Medical Association are coordination 
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of Government health functions; governmental 
provision of funds for disease prevention and 
relief of uncared for sickness on proof of need; 
development of local responsibility for local de- 
mand and local control of administration; and 
encouragement of the private practice of medi- 
cine as far as possible in harmony with mainte- 
nance of a good quality of medical care. 

The American Health program has_ been 
writing itself for one hundred and eighty-eight 
years since Benjamin Franklin opened the first 
hospital in America in 1752. 

The American Medical Association has been 
motorizing this program for the last ninety-four 
years, cherishing an ambition not only to con- 
serve all of the varieties and values of this med- 
ical service evolution, but the projection of them 
into new objectives for the delivery of better and 
better medical services to the American people. 

I commend this program to the Women’s 
Auxiliary of Illinois and ask them to support it 
with all of their great strength. 





THE TREATMENT OF PSORIASIS WITH 
VARIOUS VITAMIN D PREPARATIONS 


K. A. THacker, M. S., M. D. 
NEW ORLEANS, LOUISIANA 


Psoriasis, like many other chronic disorders 
for which there is no specific treatment, still re- 
mains a disease of “a thousand remedies.” 
Hardly a magazine or newspaper can be scanned 
without finding some patent medicine advertised 
which guarantees a cure for this skin disorder. 
Why? Because, at present, the medical profes- 
sion does not have an adequate therapeutic agent 
for psoriasis. 

Psoriasis has its exacerbations and remissions, 


_and for this reason one should be hesitant in 


proclaiming a cure for such a disorder which 
may go through a remission stage coincidentally 
during some form of therapy. Credit for cures 
have been given many ointments and _ salves. 
Autohemotherapy, chrysarobin and dioxyanthra- 
nol 1-8, x-ray, ultra violet light, arsenical and 
manganese injections stand out as the best meth- 
ods of treatment by the medical profession, all 
with varying degrees of success or failure. 
Krafka? noted what many physicians have ob- 
served, that some cases of psoriasis improved in 
the summer and became worse in the winter. He 
reported beneficial results with viosterol-Haliver 
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oil therapy in three cases. Recently, Cedar and 
Zon reported the treatment of twelve cases with 
pure crystalline vitamin D and three cases with 
irradiated ergosterol, with complete involution of 
the lesions in eleven cases, partial benefit in two 
and no benefit in two. 

This investigation was initiated after treating 
a case of hypertrophic arthritis with concentrated 
vitamin D who also had psoriasis. During the 
treatment for arthritis it was noted that the 
psoriasis also improved. After reading Krafka’s 
article, vitamin D concentrates have been used 
on eleven other cases in order to determine its 
efficacy. 

Within the past eight years investigations have 
dispelled much of the fear of toxicity from the 
administration of vitamin D above the U. S. P. 
dosage. Bills* has pointed out that much of this 
fear has resulted from the early impure prepara- 
tions of vitamin D, emanating from Germany 
as vigantol. 

Although toxic symptoms from overdosage 
have been produced in animals and humans by 
Hess and Lewis,* Shohl and Brown,5 Bills and 
Wirick,® Reed and Thacker,’ Shelling and 
Asher,’ Reed, Dillman, Thacker and Klein,® 
Spies and Hanzel,’° Vrtiak and Lang, Steck, 
Deutsch, Reed and Struck,!* and others, it has 
required hundreds to thousands of times the 
present U. S. P. therapeutic dosage. The symp- 
toms produced from excessive vitamin D intake 
are manifested in the form of nausea, anorexia, 
polydipsia, lassitude, polyuria, loss of weight and 
diarrhea. The increase in the blood calcium is 
not a satisfactory index to toxicity, since toxic 
symptoms may develop with relatively little 
hypercalcemia, while others show no evidence of 
toxicity until there is a very marked increase 
of the blood calcium. It is becoming more evident 
that clinical symptoms and chemical and micro- 
scopic examination of the urine are better cri- 
teria to follow in determining toxicity.7 1514 
Massive doses of vitamin D have been reported 
in the treatment of various clinical conditions 
by Reed,1* Hess and associates,1® Reed and 
Seed,1®, Rappaport, et al.,1#1%18 Dryer and 
Reed,!® Wyatt et al.,2° Livingston,?! Farley,” 
Steck,?* Johnston,?* Albright et al.?® 

Twelve cases of psoriasis have been under 
treatment with six vitamin D preparations in 
this investigation: (a) viosterol, (b) crystalline 
vitamin D, (c) mixed western fish oils, (d) con- 
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centrated cod liver oil, (e) special concentrated 
cod liver oil in capsule form, and (f) cod liver 
oil in vanishing cream base for external appli- 
cation. Protocols of these cases produce several 
interesting features. 


Case 1. A. V.—Aged 42. Female. Weight 44.5 
kilograms. Married. One child. Psoriasis present 
since age of 18. Site: elbows and knees. Largest 
measured 7x5 cms. Two remission periods—summer 
1920 and 1926. Has tried many advertised ointments 
and salves with no benefit. Slight benefit from auto- 
hemotherapy, 1932. Received series of arsenical and 
manganese injections in 1934 with no benefit. Past 
history: arthritis—hands, elbows, knees, and feet since 
1924, which began few months after birth of child. 
All discoverable foci of infection removed in 1926. 
Sterile milk injections and autogenous vaccine from 
upper respiratory tract used with no benefit. Unable 
to dress self because of arthritic changes. Able to move 
about some with aid of cane. 

August 26, 1936. Began 200,000 D (viosterol) daily. 

November 30. Discontinued. Appetite improved; 
weight, 48.5 kilograms. Arthritic pains were reduced 
and movement of joints markedly increased. Psoriasis 
lesions thin and small. 

March 14, 1937. Patient returned with all of former 
symptoms and physical findings. Began 200,000 D daily 
(crystalline vitamin D preparation). 

April 3. Arthritic symptoms improved. 

April 24. Increased crystalline vitamin D to 300,000. 

May 23. Patient walked with cane, weight 51.8 kilo- 
grams. Psoriasis lesions %4 of original size. Redness 
and thickness of lesions reduced. 

June 15. Movement of joints markedly improved. 
No discomfort. Doing own house work. No further 
change in psoriasis lesions. Discontinued crystalline 
vitamin D preparation. No treatment until February, 
1938. 

February 25, 1938. Began concentrated cod liver oil, 
37,700 units daily. Lesions about 24 original size. Had 
thickened up again. 

March 10. Lesions scaling profusely (large flaky 
micaceous scales). 

March 24. Lesions much smaller, thinner with much 
smaller scales. 

April 7-12. Patient out of preparation. 

May 6, 1938. Lesions entirely gone. No recurrence 
to date. 

June 20, 1939. Has had no recurrence of psoriasis 
for the last 13 months. 

Case 2. F. P—Aged 20. Male. Weight 75.4 kilo- 
grams. Height 69 inches. History of psoriasis for 
eleven years. No complete remissions but had some 
improvement in the summer of 1932. Anthralin oint- 
ment, autohemotherapy and “other injections,” and many 
advertised patent medicines with practically no im- 
provement. Has received no treatment within past 
year. Lesions: anterior tibial and lateral surfaces of 
both legs. Lesions measured 11x7% cms, on ankle, 
10x4 cms. anterior surface of legs, 
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October 10, 1936. Began 200,000 units of viosterol. 

November 3. Large flaky, dry scaling. Skin losing 
the thick leathery character. Dose increased to 300,000 
units daily. 

December 22. Lesions were thin. Fine scaling and 
about ™% original size. 

January 20, 1937. Lesions same. Discontinued vios- 
terol. 

February 24. After one month with no Vitamin D 
therapy, began crystalline Vitamin D preparation 250,- 
000 units daily. 

March 10. Developed scabies. Prescription of sul- 
phur preparation given for external application. 

March 12. Sulphur dermatitis developed which lasted 
for ten days. The psoriasis lesions became worse, even 
though this high vitamin D- dosage was continued to 
April 5. Preparation discontinued to April 27, because 
of inadequate supply. 

April 27. Daily dose increased to 300,000 units. 
Lesions had reached % original size. 

May 11. Slight improvement. 

May 31. No further improvement. Preparation dis- 
continued. 

January 25, 1938. After eight months with no treat- 
ment, lesions original size. Began concentrated cod 
liver oil 9,500 units daily. 

February 14. No change in lesions. Dose increased 
to 12,400 units. 

February 23. 
25,150 units. 

March 21. Lesions not so thick or leathery. Pro- 
fuse large scales. Lesions smaller. Dose increased 
to 37,700 units daily. 

April 13-20. Out of cod liver oil. 

April 20. Lesions much smaller. Very little thicken- 
ing to skin. Resumed 37,700 units daily. 

May 2, 1938. Skin normal. Preparation discontinued. 

June 10, 1939. Fourteen months have elapsed—no 
evidence of recurrence. 

Case 3.—J. M.—Aged 36. Male. Weight 80 kilo- 
grams. Height 72% inches. Psoriasis since age of 
16. No remissions. Site of lesions: generalized legs, 
elbows, chest, abdomen and scalp. Largest lesions 
13'%4x8% cms. on legs. 

April 10, 1937. Began crystalline vitamin D, 300,000 
units daily. 

April 24. Scaling worse. Slight thinning of lesions. 
Dose increased to 450,000 units daily. 
May 28. No change in lesions. 

continued. 

January 28, 1938. After eight months with no treat- 
ment, began mixture of western fish oils, 13,000 units 
daily. 

February 13. 
26,000 units. 

March 17. More scaling of lesions. Increased dose 
to 58,500 units. 

March 28. Lesions thinner. 

April 24. Less scaling, otherwise lesions same. Dose 
increased to 78,000 units daily. 

April 30. No change. Discontinued preparation. 


Scaling worse. Dose increased to 


Preparation dis- 


Condition same. Dose increased to 
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May 1. Began concentrated cod liver oil, 50,300 
units daily. 


May 21. Lesions in hair and on legs improved. 


June 4. Lesions much thinner. Only small lesions 
remain. Very little scaling. 

June 18. Only faint trace of lesions left. 

June 29. All lesions gone. 


May 26, 1939. Eleven months have elapsed with 
no recurrence. 

Case 4: W. B.—Aged 64. Male. Weight 67.2 kilo- 
grams. Height 67 inches. First developed psoriasis 
at age of 16 on both elbows, knees and scalp. Has 
used large assortment of ointments and salves with 
no success. At age 50, psoriasis disappeared for 1% 
years, except around fingernails. It gradually returned, 
first on elbows and then marked lesions on legs, fore- 
arms, knees and scalp. Largest lesions measured 714x4 
cms. 

December 10, 1937. 
300,000 units daily. 

January 8, 1938. Slightly improved. 

February 7. No further improvement. Preparation 
discontinued. 

February 11. Began preparation of mixture of west- 
ern fish oils, concentrate 52,000 units. 

February 23. Profuse scaling of lesions. Weight 68 
kilograms. 

March 7. No further improvement. 

April 22. No further improvement. Dose increased 
to 78,000 units. 

May 7. Lesions somewhat thinner. 
No reduction in size. 

May 13-23. Patient out of preparation. 

May 23. Much scaling, otherwise no change. 

June 10. Base of lesions not so thick as formerly. 
Preparation discontinued after four months’ treatment. 
Began concentrated cod liver oil, 37,700 units daily. 
Weight 66 kilograms. 

July 9. Out of concentrated cod liver oil July 4-8. 
Very little scaling. Lesions smaller, fine scales, skin 
smoother. 

July 23. Lesions gone on forearms and elbows. 
Other lesions much improved. 

August 10. All lesions gone, except on fingernails. 

June 5, 1939. No evidence of recurrence of psoriasis. 

Case 5.: B. T.—Aged 38. Male. White. Weight 
63.5 kilograms. Psoriasis since age of fourteen. Le- 
sions almost disappeared in 1924 for a period of 
eight months. Site of lesions: both elbows, knees and 
chest. Largest lesions 11x8% cms. Past treatment 
included chrysarobin ointment, x-ray therapy, and ar- 
senical injections with some improvement. Has had 
no treatment in past four years. 

May 4, 1938. Began concentrated cod liver oil, 
37,700 units daily. 

May 21. Lesions scaling worse. 

May 27-June 4. Patient away from home; failed to 
take cod liver oil with him. 

June 4. Base of lesions losing redness. 
profuse. 

June 16. Less scaling. Lesions much thinner. 

June 26. Lesions % original size. 


Began crystalline vitamin D, 


Less scaling. 


Scaling 
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July 9. Markedly improved. Only faint redness and 
very little thickening of skin. 

July 16. Knees well. Still small thin lesions on el- 
bows. 

July 23. All lesions well. 

June 6, 1939. No recurrence of psoriasis. 

Case 6.: G. J.— Aged 26. Male. Weight 86 
kilograms. Generalized psoriasis. Worse on scalp, 
abdomen and right leg. Average lesions on chest 3% 
cms. in diameter. Psoriasis present since age of 12. 
Has had two spontaneous regressions summer 1934 
and 1936. No treatment since last recurrence. Previous 
therapy consisted of various ointments with no success. 
Ultra violet light gave greatest benefit but did not 
cause complete resolution of lesions. 

October 26, 1938. Special cod liver oil concentrate 
in capsules (6,500 D units per capsule) given. Daily 
dose 58,500 units. 

November 28. Slight improvement. Profuse scaling. 

December 21. No further improvement. Began 
104,400 D units daily. 

January 3, 1939. Improved. Lesions somewhat thin- 
ner. Finer scaling. 

January 19. Bran-like scaling. Out of capsules 8 
days. To use concentrated cod liver oil locally on 
certain lesions. Lanolin on control. 

February 15.—Psoriasis on body markedly improved. 
Out of preparation February 5 to 15. No difference 
between areas on which cod liver oil applied locally and 
control lesions. 

March 1. Scalp lesions practically gone. Redness 
fading. 

March 15. Only few small lesions remain on leg and 
arm. 

March 28. No evidence of psoriasis except slight 
pinkness of skin where lesions formerly existed. Lesions 
to which cod liver oil applied locally did not disappear 
any quicker than control lesions. 

Case 7.: E. S—Aged 34. Male. Weight 60.4 
kilograms. Psoriasis on arms, and anterior and lateral 
surface of both lower limbs. Largest measured 8x6 
cms. Present since age of 18. Completely disap- 
peared in summer of 1928 and 1932 for about three 
months. Some improvement occurred last summer, 
but lesions did not completely disappear. 

October 28. Began special concentrated cod liver oil 
capsules. 78,000 D units daily. To use concentrated 
cod liver oil locally on certain lesions and lanolin on 
control lesions t. i. d. 

November 24. Greater scaling. No difference be- 
tween control lesions and areas on which cod liver oil 
applied locally. 

December 17. Finer scaling. Lesions thinner. 

January 12, 1939. No further improvement. Out 
of preparation ten days. No difference between 
lesions to which local applications of cod liver oil and 
lanolin were made. 

March 28. Began concentrated cod liver oil. 50,300 
D units daily. Given concentrated cod liver oil in van- 
ishing cream base to apply locally to certain lesions 
t. i. d. Plain vanishing cream to control lesions. 

April 20. Coarse profuse scaling on arms and legs. 
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May 3. Involved areas finer scaling and thinner. 
Redness of bases of lesions fading. No difference be- 
tween areas where local applications of cod liver oil, 
cream, and plain vanishing cream applied. Two new 
lesions appeared. 

May 15. No further improvement. Four more new 
lesions appeared on forearm and hand. All treatment 
stopped. 

Case 8.: R. T.—Aged 21. Male. Weight 70.3 
kilograms. Psoriasis—exterior surface of both elbows 
10x7 cms. Three lesions on abdomen 3x2 cms. Present 
since age of 11. Disappeared for four summers. Last 
remission occurred while taking thyroid extract in 1936. 
Has never had any other treatment. 

January 20, 1939. Began special concentrated cod 
liver oil in capsule from 78,000 D daily. 

February 3. No change. 

February 25. Large flaky scaling. 

March 10. Out of preparation five days. Lesions 
losing redness. Finer scaling. 

March 25. Involved areas much thinner. 

April 7. Psoriasis on abdomen practically gone. 
Only pink areas denote where lesions existed. Elbows 
still have bran-like scaling, but very little thickening 
of skin. 

April 21. All lesions gone. 

Case 9: D. K.—Aged 20. Male. Weight 81.4 kilo- 
grams. Lesions present two years. Never had psoriasis 
previously. No remissions. Lesions on lateral side of 
both lower legs. Largest areas 6 cms. in diameter. 

January 28, 1939. Began special concentrated cod 
liver oil in capsules. 104,000 D units daily. 

February 23. Greater amount of scaling. To apply 
cod liver oil locally to certain lesions and lanolin to 
control area. 

March 28. No further improvement. Out of prepa- 
ration seven days. Special cod liver oil capsules 
stopped. Began concentrated cod liver oil 50,300 D 
units daily. Weight 78.2 kilograms. To apply con- 
centrated cod liver oil in vanishing cream base to 
one lesion and plain vanishing cream to control area. 

April 25. “No change. 

May 15. No further improvement. All treatment 
stopped. 

Case 10: H. B.—Aged 18. Male. Weight 65.4 
kilograms. Psoriasis on scalp and both elbows. Pres- 
ent since age of 14. Scalp lesions disappear during 
summer months. No remission on elbow areas, although 
there is some improvement during summer. Has not 
received any treatment. 

March 25, 1939. Began teleostol. 52,000 D units 
daily. Given cod liver oil in vanishing cream base to 
apply to area on one elbow t. i. d. Plain vanishing 
cream for control lesion. 

April 24. Coarse scaling. Lesions appear somewhat 
thinner. No difference between elbow lesions. 

May 15. No change. Teleostol stopped. Began 
concentrated cod liver oil 71,500 D units daily. 

June 2. Lesions thinner. No difference between 
areas where local applications made. 

June 15. Psoriasis of scalp almost gone. Elbow 
lesions very thin. 
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June 22. Only faint pink areas remains where lesions 
existed. Areas where cod liver oil cream applied did 
not disappear any faster than control lesions. 

Case 11: G. S—Aged 49. Male. Weight 59.5 
kilograms. Psoriasis present six years. Site of lesions: 
scalp, both elbows and abdomen. Largest lesions 9x7 
cms. Improves in summer but never completely dis- 
appears. Has used various ointments including tar 
and chrysarobin with slight temporary benefit. Treat- 
ment with ultra violet rays has produced some im- 
provement. No treatment for one year. 

March 28. Began concentrated cod liver oil, 37,740 
D units daily. 

April 26. Much coarse scaling. Lesions thinner. 

May 20. Redness fading. Fine scaling. One thin 
area on left elbow and two thin areas on abdomen 
remain. 

June 3. No trace of psoriatic lesions, except faint 
pinkness to skin where lesions existed. 

Case 12: C. A—Aged 30. Male. Weight 66.3 
kilograms. Psoriasis on scalp, chest and exterior sur- 
face of both knees. Largest lesion 8x4 cms. Present 
for 13 years. Free from psoriasis for three years 1930 
to 1933. Psoriasis of scalp disappeared during sum- 
mer 1938. Knee lesions have been constantly present 
since recurrence in 1933 but improved some last sum- 
mer. 

March 30. Began teleostol, 78,000 D units daily. Cod 
liver oil in vanishing cream base to one knee t. i. d. 
Plain vanishing cream to other as control. 

April 20. Less scaling to elbows. Scalp lesions. 
No change. 

May 24. Coarse scaling. Lesions somewhat thinner. 

June 9. No further change. All treatment discon- 
tinued. Both knees appear the same. 

All cases were examined before any form of Vitamin 
D therapy was instituted to be certain no cardiovas- 
cular or renal disease existed. Blood chemistry deter- 
minations were done at intervals on Cases 1 and 2. 
Although fluctuation occurred in the serum calcium, 
the greatest constant increase observed was 1.8 mgm/100 
cc. in Case 2. Blood phosphorus determinations varied, 
but all remained within normal limits. The urine of 
each patient which was examined at regular intervals 
for albumin, sugar, casts and specific gravity, remained 
normal. 

No increase in the blood pressure was found in any 
of the twelve cases. Since the laboratory results pre- 
sent no new information, they will be omitted. The 
daily total intake of the vitamin D preparations, as 
shown in protocols was divided into three doses, to be 
taken at meal times. 


RESULTS 


Case 1 and 2 received 200,000 to 300,000 
units of vitamin D per day in the form of vios- 
terol ranging from 2,650 to 4,500 units per 
kilo for three months. Although the lesions 
improved, they did not entirely disappear and 
consequently this preparation was discontinued. 
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Cases 1, 2, 3 and 4 were put on crystalline 
vitamin D therapy for a period of 91, 75, 48 
and 59 days, respectively. The daily intake 
varied from 3,300 to 5800 units per kilo (200,- 
000 to 450,000 units daily). In approximately 
three weeks, increased scaling and thinning of 
the lesions occurred. But even though the daily 
intake was increased to 300,000 to 450,000 
units for 34 to 52 more days, there was no in- 
dication that the lesions were going to disap- 
pear. This medication was discontinued when 
no further improvement was shown. 

Patients 3, 4, 10 and 12 were put on a mix- 
ture of western fish oils. Some slow improvement 
occurred, but none showed. evidence of com- 
pletely clearing up, even though the daily in- 
take was increased to 78,000 D units daily. 

The psoriatic lesions in six cases began to 
improve within three weeks after concentrated 
cod liver oil administration was started. Five 
patients eventually received approximately 37,- 
700 units daily and one received 50,300 D units 
daily for varying periods. The psoriatic lesions 
disappeared in two to three months. The total 
amount of vitamin D as of the concentrated cod 
liver oil necessary before the lesions disappeared 
ranged from 1,960,000 to 2,752,000 units. Ap- 
proximately seven to eight times this amount of 
vitamin D in the form of viosterol and crystal- 
line vitamin D was administered to four of these 
cases without complete recession of the lesions. 
The cases treated with mixed western fish oils 
received approximately twice the amount of 
vitamin D as when treated with concentrated 
cod liver oil, without curing the psoriatic 
lesions. 

Patients 7, 8 and 10, who were given the spe- 
cial concentrated cod liver oil in capsules 
(6,500 D units), required from one to three 
times this amount of vitamin D before the 
lesions disappeared. Cases 7 and 9 failed to re- 
spond to either of the concentrated cod liver 
oil preparations. In fact six new lesions ap- 
peared on case 7 while he was being treated. 

No cases showed any signs of toxic symptoms 
with any of the five preparations used. 

Several interesting questions arise from this 
investigation. Is psoriasis a deficiency disease ? 
Is psoriasis due to a metabolic disturbance? 
Does cod liver oil contain the antipsoriatic fac- 
tor, which is either absent or present in smaller 
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A SUMMARIZED TABLE OF THE TWELVE PSORIASIS CASES TREATED WITH VITAMIN D PREPARATIONS 
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1 96 Viosterol 44.5 4,500 200,000 19,200,000 Some improvement. 
A.V. 39 Cryst. Vit. D 48.5 4,000 200,000 7,600,000 Slight improvement. 
52 51.8 5,800 300,000 15,600,000 No further improvement. 
Total 91 23,200,000 
(Eight months’—no medication) ji 
70 Conc. C. L. O. 10,246 532,800 37,296,000 730 37,700 2,450,000 Out of prep. Apr. 7-12. 
Well. Med. rec’d 65 
days. 
2 24 Viosterol 75.4 2,650 200,000 4,800,000 Improvement. 
F.P 78 4,000 300,000 23,400,000 No further improve. 
102 28,200,000 
(One months’ rest) 
62 Cryst. Vit. D 3,300 250,000 10,250,000 Scabies, sulphur dermatis; 
(41 days) les. wrse. No Med. Apr. 
5-27. 
34 4,000 300,000 10,200,000 SI. improvement. 
Total 96 20,450,000 
(Eight months’ rest) 
20 Cone. C. L. O. 75.4 1,764 133,000 2,664,000 125 9,500 190,000 Same. 
9 acer 2,355 177,600 1,598,400 167 12,400 111,600 Scaling worse. 
26 4,710 355,200 9,235,000 333 25,150 653,900 Improvement. 
35 7,066 532,800 18,648,000 500 37,700 1,319,500 Well. 
Total 90 32,145,400 2,275,000 
3 14s Crys. ‘Vit. D 80 3,750 300,000 4,200,000 
J.M. 34 5,600 450,000 15,300,000 Slight improvement. 
Total 48 19,300,000 
(Eight months’ rest) 
15 Teleostol 80 1,075 86,000 1,290,000 163 13,000 195,000 Same. 
33 2,150 172,000 5,676,000 325 26,000 858,000 More scaling. 
15 4,837 387,000 5,805,000 731 58,500 877,500 Same. 
30 6,450 516,000 15,480,000 975 78,000 2,340,000 Slight improvement. 
Total 93 28,251,000 4,270,500 
53 Cone... C..L. O 80 8,800 710,400 37,651,000 629 50,300 2,666,000 Well. 
4 59 Cryst. Vit. D 67.2 4,464 300,000 17,700,000 Slight improvement. 
W.B. 70 __‘Teleostol 68 5,058 344,000 24,080,000 4,764 52,000 3,640,000 Profuse scaling. 
49 (39 days) 7,588 516,000 20,124,000 1,148 78,000 3,042,000 Some improve. Out of prep. 
May 13-23. 
Total 119 70,176,000 6,682,000 
56 Cone. C. L. O. 66 8,072 532,800 29,836,000 571 37,700 1,960,500 Out of prep. July 4-8. 
(52 days) Well. 
5 80 Cone. €.: Ee O. 63.5 8,393 532,800 42,624,000 594 37,700 2,752,000 Out of prep. May 27- 
mT. (73 days) June 4. Well. 








quantities in other fish oils and synthetic vitamin 
D products? 

Certainly, if psoriasis can be classified as a 
deficiency disease it is hard to conceive that a 
patient can have this skin disorder for many 
years with no other apparent physical signs. 


Because of the apparent excellent physical con- 


dition of these patients, psoriasis is frequently 


spoken of as a disorder of the healthy. If this 
condition is due to vitamin D deficiency associ- 
ated with calcium absorption and mobilization, 
it sooner or later would manifest itself in symp- 
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6 56 Spec. C. L. O. 86 680 58,500 3,276,000 SI. improvement. 
G.]J. 96 capsules 1,200 104,000 8,112,000 Out of prep. 18 days. 
(78 days) Well. 
Total 152 11,388,000 
7 76 Spec. C. L. O. 
W.S. capsules 60.4 1,291 78,000 5,148,000 SI. improvement. 
(66 days) Out of prep. 10 days. 
i 48 Conc. C. L. O. 11,760 710,400 34,099,000 31 50,300 2,415,000 No improvement. 
6 new lesions app. 
8 91 Spec. C. L. O. : 
Kz. capsules 70.3 1,109 78,000 7,098,000 Out of prep. 5 days. 
(86 days) Well. 
9 57 Spec. C. L. O. 
capsules 81.4 1,277 104,000 5,928,000 Out of prep. 7 days. 
(50 days) No improvement. 
D.K. ioe Cone. C. L. O. 78.2 9,085 710,400 34,099,000 643 50,300 2,415,000 No improvement. 
48 
10 50 Teleostol 65.4 5,260 344,000 17,200,000 795 52,000 2,600,000 SI. improvement. 
H.B 
37 Spec. C. L. O. 
capsules 1,093 71,500 2,646,000 Well. 
1 67 Conc. C. L. O. 59.5 8,873 528,000 35,376,000 634 37,700 2,528,600 Well. 
G.S. 
12 0 70 Teleosto! 66.3 7,767 516,000 36,120,000 1,176 78,000 5,460,000 No appreciable improve- 
C.A. ment. 





toms and findings characteristic of this disturb- 
ance. Psoriasis cases do not present any clin- 
ical findings suggesting this type of disorder. 
If vitamin D is the factor in cod liver oil, which 
cures psoriasis, it must act differently than the 
normal physiological reactions involved in curing 
rickets. This could be possible since massive 
doses of vitamin D have been shown to be bene- 
ficial in certain arthritic cases, and apparently 
acts differently than the ordinary U. S. P. dose. 
The other possibility is that concentrated cod 
liver oil may contain an antipsoriatic factor, 
perhaps in the nature of a vitamin which so far 
has not been isolated, since Bills and associ- 
ates?®,°7 have shown that no less than ten 
forms of vitamin D exist now. Just why it 
should require more of the special concentrated 
cod liver oil than the regular concentrated cod 
liver oil is not understood at present. This may 
be due to a reduction or partial loss of the anti- 
psoriatic factor through excessive concentration. 
External application of concentrated cod liver 
oil on areas of psoriasis had no benefit in cases 
6, 7, 9 and 12. 

It is possible that psoriasis may be due to a 





metabolic disturbance. Experiments on dogs 
with large doses of vitamin D by Reed, Thacker, 
Dillman and Welch?® have shown that the meta- 
bolic rate is increased. Although the only weight 
loss appears to be due mainly to impoverishment 
of fat depots, the actual nature and cause of 
this effect still remains an unknown quantity. 
Deutsch, Reed and Struck?® have produced evi- 
dence that it is not due to parathyroid stimula- 
tion. The possibility that psoriasis is in some 
way related to lipoid metabolism must not be 
overlooked. Does the development of a sulphur 
dermatitis in Case 2 during treatment with a 
sulphur ointment for scabies mean that psoriasis 
is In some way related to sulphur metabolism, 
or was this sensitivity to sulphur a coincidence? 
Gruneberg,*” reports favorable results with the 
use of adrenal cortical extract, since some evi- 
dence has accumulated showing that the adrenal 
cortex is involved in regulating the sulphur 
content of the skin and other organs. If psori- 
asis is due to some such disturbance, cod liver 
oil apparently acts as a metabolic corrective for 
that disorder. 

The mixture of western fish oils containing 
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vitamin A and D caused some improvement. 
The vitamin A content was approximately the 
same as the concentrated cod liver oil, yet the 
lesions failed to disappear with this form of 
therapy. Krapka used viosterol fortified with 
Haliver oil with excellent results. If the com- 
bination of the two vitamins is necessary, why 
did the lesions fail to clear up by the use of 
the western fish oils in this investigation? Is 
there an antipsoriatic factor in cod liver oil that 
is not present in other fish oils, or is it due to 
the fact that oils differ in relative effectiveness 
from related species as shown by Bills** and his 
associates? Could it be possible that psoriasis 
is a manifestation of an allergic condition and 
that large doses of cod liver oil acts as a de- 
sensitizer? Is the benefit from this medication 
due to a specific chemical action? 

It is hoped that further investigation will re- 
veal valuable information on the cause of psori- 
asis, and the physiological action of cod liver oil 
in the treatment of this disorder. 

Criticisms may arise concerning this inves- 
tigation on two points. First: that vitamin D 
is stored up in the body and therefore there was 
an overlapping of the various forms of vitamin 
D therapy. A period of eight months elapsed 
with no medication before the concentrated cod 
liver oil was started in Cases 1 and 2. Admin- 
istration of this preparation was not begun on 
Cases 3 and 4, until three months or more of 
treatment with the western fish oils failed to 
completely clear up the lesions. The second 
criticism is: that the ultra violet from the sun 
may have been responsible for the results ob- 
tained. It would be a very unusual coincidence 
that 9 of the 11 cases should clear up when their 
histories show that so few remissions have oc- 
curred in the past. Case 1, 2, 6 and 8 received 
treatment with concentrated cod liver oil the 
first part of the year to May, really before one 
is subjected to a great deal of ultra violet. It 
is encouraging to note that about one year has 
elapsed since the first five cases stopped treat- 
ment, and to date none have shown any evidence 
of recurrence. The recovery of these nine 
psoriasis cases with cod liver oil therapy cer- 
tainly cannot be attributed to coincidence en- 
tirely. The value of forms of therapy must 
eventually lie in the results of many cases. Ap- 
parently some cases of psoriasis will fail to re- 
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spond to this form of therapy, since two in this 
series received no benefit. 

The sequence in the disappearance of the le- 
sions is a profuse coarse scaling which occurs 
generally within three weeks after starting 
treatment, followed by thinning, fading of the 
redness of the base, and a fine bran-like scaling. 
After the lesions are gone, it is impossible to 
determine where the involved areas formerly 
existed. The first five cases have been free from 
psoriasis for approximately one year. Whether 
or not this form of therapy is of a permanent 
nature remains to be seen. 

SUMMARY 

Viosterol, crystalline vitamin D, a mixture 
of western fish oils, a special concentrated cod 
liver oil in capsules, and stock concentrated cod 
liver oil, have been administered internally to 
persons afflicted with psoriasis. Concentrated 
cod liver oil in a vanishing cream base was used 
as an external application to the areas of 
psoriasis. 

The psoriatic lesions disappeared from nine 
persons treated with the stock concentrated cod 
liver oil and the special concentrated cod liver 
oil in capsules. Two cases failed to respond to 
this therapy. The daily amount, as measured 
by the vitamin D content in the form of the 
stock concentrated preparation, varied from 500 
to 945 units per kilogram for 52 to 90 days. 
The special concentrated cod liver oil in cap- 
sules required approximately twice this amount 


before the psoriasis disappeared. The first five 
persons have been free from psoriasis since the 
termination of treatment about one year ago. 


The administration of seven to eight times 
as much vitamin D in the form of viosterol, and 
crystalline vitamin D, as that of the concen- 
trated cod liver oil, failed to cause a complete 
regression of the psioriatic lesions. The areas 
of psoriasis also failed to respond to the mixture 
of western fish oils. 

It appears that cod liver oil contains an un- 
identified antipsoriatic factor in a _ greater 
quantity than is present in the other prepara- 
tions used. 

Local applications of concentrated cod liver 
oil was of no benefit in the treatment of this 
disorder. Bib] 

Psoriasis is probably due to a metabolic dis- 
turbance, the nature of which is yet to be defi- 


nitely determined. Further investigation is 
necessary to ascertain the physiological action 


! 
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of cod liver oil in the treatment of psoriasis. 
It is hoped that the report of these cases will 
stimulate further investigation by others, since 
the accumulation of a large series of cases is 


paramount in order to determine the efficacious- 
ness of this type of therapy. 

Thanks are due Dr. C. I. Reed, Department of Physiology, 
University of Illinois, College of Medicine for the supply 
of viosterol (1,000,000 D) prepared by Mead, Johnson Com- 
pany, and the Nutritional Research Laboratories for the crys- 
talline vitamin D (50,000 units per capsule) designated as 
Ertron. I also wish to express my appreciation to Dr. Gifford 
Upjohn, Upjohn Company for furnishing the Teleostol, the 
super D concentrate, special cod liver oil concentrate in capsule 
form, and the concentrated cod liver oil in vanishing cream 
for local applications, and the following information: 

Teleostol—(50,000 units A and 7,500 units D per gram), a 
mixture of western fish oils derived from several members of 
the sub class Teleostomi as classified by the Bulletin of the 
United States Bureau of Fisheries 40, Part I, 1924; and 
super D concentrate (44,400 A and 3,145 D per ce.) a 
derivative of pure cod liver oil obtained from fish of the 
Gadidae family. The special cod liver oil concentrate in 
capsule form contained 6,500 U, S. P. D. units per capsule. 


2811 Dublin Street 
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VANTAGE POINT 
Two mosquitoes once lit on the features 


Of two fair and peroxided creatures. 
When asked by what right, 
They replied, “We're not tight, 
We're just seeing the game from the bleachers.” 


—Pelican. 





The discovery of popular education as an instrument 
in preventive medicine, made by the pioneers in the 
tuberculosis movement, has proved almost as far-reach- 
ing in its results as the discovery of the germ theory 
of disease thirty years before-—Winslow, C.-E. A., The 
Evolution and Significance of the Modern Public Health 
Campaign, Yale Press, 1923. 





The mental attitude of tuberculous patients is not one 
of optimism. In observing approximately 2,000 pati- 
ents with tuberculosis, of whom 75 were closely studied, 
the prevailing moods were found to be depression, fatal- 
ism, anxiety and apprehension. It is recommended that 
extreme care be used in advising patients of the extent 
and nature of their disease and suggested that more at- 
tention be paid to the psychological care of those in 
tuberculosis hospitals—Strecker, E. A., Braceland, F. 
J., and Gordon, B., Mental Hygiene, October, 1938. 





Octo 


0 
said 
the 
serv 
need 
decl: 
phys 
obse 
whe} 
in tk 
supe 
obta: 
port: 
who 





*Thi 
publish 
merce, 
foot th 
healing 





1940 


‘linical 
136, 
High 


litions, 


+ and 
\sthma 


nt of 


Phys. 
l. Kis 


olifera- 


herapy 
6 


Med. 


lent of 
Journ. 


erol to 
ort of 


‘sther: 
Child. 


» and 


i Fish 
M. A. 


» and 


ibolism 
ie Role 
), Am. 


; with 
: 561, 


hers.” 


can. 


ument 
in the 
reach- 
theory 
“>, one 
Health 


ot one 
) pati- 
tudied, 
fatal- 
d that 
extent 
ore at- 
ose in 
nd, F. 
138. 





October, 1940 CASE OF PRIVATE PRACTICE 


361 


THE CASE FOR PRIVATE PRACTICE" 


(Continued from page 281) 





One of the doctors who resigned from the Group Health panel 
said that patients were so numerous they had to be driven through 
the clinic “like a herd of sheep.” There were so many calls for 
service, many of them of a trivial nature, that members who really 
needed attention sometimes had to wait for six or seven days, he 
declared. Doctors saw from 40 to 60 patients a day. Clients had 
physicians and specialists assigned to them arbitrarily. Another 
observer found that some members called in their old family doctors 
when they had any serious illness, but retained their memberships 
in the Association for fear of encountering official disapproval from 
superiors in their office. Publicly there was to be no coercion in 
obtaining members. Actually the employees were told it was im- 
portant that they join. Of course, Christian Scientists and those 
who had relatives who were doctors would not be expected to sign up. 

MEDICAL SOCIETY ACTS 

So strongly did the District of Columbia Medical Society feel 
that the Group Health idea tended toward a breakdown of the 
quality standards of medical service to which it as an organization 
was dedicated, that the Society expelled one of its members on the 
G.H.A. panel. Several others resigned from the panel. 

There was talk of prosecuting the association on the ground that 
it was unlawfully engaged in the practice of medicine and the busi- 
ness of insurance. Without waiting for prosecution to be instituted, 
the association petitioned the District Court for a declaratory judg- 
ment that would determine these facts, After the petition had been 
filed and prosecution was actually in process the association, by 
amendment to its constitution and by-laws, substantially altered its 
methods of operation. 

By implication, this action admitted that, before the changes 
were made, the association was open to the charges made against 
it. In any event, the judgment of the court holding the association 
innocent of both charges was based on its organization and opera- 
tion after these amendments had been made. In other words it 
was not cleared of the original charge that it had unlawfully 
engaged in the practice of medicine and the business of insurance. 

When the Superintendent of Insurance in the District of Colum- 
bia appealed the case to the United States Court of Appeals, the 
decision was significant. The higher court ruled that G.H.A. was 
not in the insurance business since it actually assumed no legally 
enforceable obligation to its members. This was definite confirma- 
tion of the Medical Society’s contention that the association was 
promising something which all experience indicated it could not 
possibly fulfill. 





*This article is one of five of a series on ‘Free Enterprise’ against ‘“‘Dictocracy” 
published by Nation’s Business, official organ of the United States Chamber of Com. 
merce. It should prove an eye-opener to business men, big and little—those who will 
foot the gigantic bill, if and when the government takes over the joh of running the 
healing arts, 





THE FORGOTTEN DOCTOR 
Old Man Porter, who was fiddling 
with the radio, asked: 

“Do you listen to the new medical 
program, Doc?’ 

“New program?” 


“Sure, the one the Government 
puts on, ‘Democracy in Action,’ they 
call it. Tells you about the trouble 


the public health folks take to save 
our lives. You know I never real- 
ized before what heroes them fellers 
are,” 

He shook his head emphatically. 

“Tll never forget the program in 
which the quarantine officials stopped 
the epidemics. They wore badges 
and all—just like the G-men.” 

The man in the chair _ sighed. 
Perhaps he was just tired. ‘‘What 
do they say about us?” he asked. 

“That’s the funny thing,” Old 
Man Porter replied. “They don't say 
anything. Not a word about doc- 
tors. I heard all the programs so 
far—wouldn’t miss one on a bet— 
and they never even mentioned you 
fellers.” 

“. . And so did Stephen Bab- 
cock and his associates track down 
the hidden hunger and discover 
vitamins. Enter Joseph Gold- 
berger, soft-spoken researcher in 
the United States Public Health 
Service.” 

—Medical Economics 
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This resistance of doctors to the longest step taken up to that 
time to introduce State medicine into this country put them on 
the spot. At once the full force of the reform phalanx calumny 
that previously had been directed at industry was loosed upon the 
organized medical profession. Every agency of publicity was 
employed in an effort apparently aimed at nothing less than smear- 
ing the profession and inciting public hatred of it. 

NOW DOCTORS ARE A “TRUST” 

Then came the final play, the trump card of those behind the 
National Health Program. It was expected to silence completely 
all opposition by doctors averse to regimentation. 

Somebody had coined the term “medical trust.” It seemed to be 
a winner, as “power trust” and “economic royalist” had been in 
indicting business. In these circumstances, Assistant Attorney 
General Thurman Arnold came to the fore. It was a brilliant 
inspiration that passed the ball from Parran to Roche to Arnold, 
who had come East to Yale, and thence on to Washington as a 
trust buster extraordinary. 

The American Medical Association was threatened with prosecu- 
tion as a trust because it adhered to its long-established code of 
ethics. Every lawyer knew that the real issue was the Association’s 
temerity in daring to oppose a scheme dear to the hearts of the 
Planners. 

Taking a cue from the sensational successes achieved by the 
Black and LaFollette Committees’ senatorial investigations, the 
Justice Department began trying this case in the press in advance 
of an indictment. Lecturers were sent from the Department to 
harangue public audiences before the indictment had been voted 
or drawn. Afterward its representatives began to bust the “medical 
trust” by radio, in newspaper interviews and in articles attacking 
the organized medical profession. 

The Department of the Interior, the United States Public Health 
Service and many other federal agencies used the radio to drama- 
tize the inefficiency of the medical profession and its alleged con- 
spicuous failure to meet conditions of medical need. Newspapers, 
periodicals and other agencies for the dissemination of information 
were deluged with handouts and books and pamphlets handsomely 
illustrated and costly, urging promotion of the National Health 
Program and at the same time breaking down confidence in the 
medical profession. 

The propaganda released by various federal agencies spoke reck- 
lessly of hundreds of thousands of needless deaths, as if indeed it 
were possible for scientific medicine to save every life. Of course, 
every one should know that vast numbers of people die by the very 
nature of their being and by the conditions of the civilization in 
which we live. It would be preposterous to say that every death in 
childbirth could be prevented ; but one has yet to find a statement 
issued by the Children’s Bureau in the Department of Labor which 
admits that any maternal death ever occurs that could not have 
been prevented by medical aid. 

Promises have been made in relation to the prevention and treat- 
ment of innumerable diseases for which medicine itself frankly 
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ONLY A STARTER 


If I were intent to change the form 
of government of the United States 
and destroy democracy by a tech- 
nic of infiltration I would start with 
medical care. It is the logical place 
to insert the entering wedge. 
—Dr. Terry M. Townsend, President, 
Medical Society of the State of 
New York 


“WHY BRING THAT UP?” 

Would it then be unsound national 
economy for our Government, 
through its public health service, to 
spend, let’s say, $1,000,000 yearly 
for the uncovering of early tubercu- 
losis? . .. And if anybody asks the 
old question, ‘“Where’s the money 
to come from?” couldn’t our Presi- 
dent and the Congress turn to the 
country’s bankers for an answer? 
—Paul de Kruif in “The Fight for 

Life” 


STRENGTH COULD BE BOUGHT 


From pious Kansas whose terrific 
Christianity would dictate, you’d 
think, a perfect sharing of those 
crumbs our economic order allows 
us, there came bad news of thou- 
sands of children half starved. ... 
It is a fight between a handful of 
men and women who see that mass 
death is waiting for us if we are 
not allowed to buy the strength 
that’s possible for everybody—and 
another handful of men at the head 
of our system, men who don’t yet 
understand that their miserliness 
will not save them. 

—Paul de Kruif in 

Them Alive?” 


“Why Keep 
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admits it does not know the cause, the specific method of transmis- 
sion, any definite method of prevention, and for which it has noth- 
ing resembling a “cure.” This is far removed from the principle or 
the procedure of scientific medicine! 

Emotionalism was unrestrained in the propaganda broadcasts. 
There was a drama of an underprivileged sufferer who had con- 
sulted the doctors in his community without finding any relief. At 
last he persuades a friend who owns a hearse to take him and his 
wife to a city hospital 300 miles away. There a diagnosis imme- 
diately discloses a cancer and only a few hours or days of life 
remaining. The play ends with a poignant scene in which the wife 
exclaims that if only there had been a cancer hospital at home her 
husband could have been saved! 

” The assumption that only a cancer hospital could diagnose a 
cancer is completely in conflict with reality. It is only one example 
of many that show the absurdity of treating scientific matters by 
the methods of politics. 

CODES OF ETHICS ARE ATTACKED 


In this atmosphere so highly charged with stimulated emotion, 
the Department of Justice received a setback at the hands of the 
District Court in the A.M.A. case. But the legality of the indict- 
ment was sustained in the United States Court of Appeals. The 
Supreme Court has yet to say the last word. 


Leading members of the association contend that this decision, 
which places medicine in the category of a trade, is revolutionary 
in its implications. If sustained, it will make a dead letter of all 
professional codes of ethics. 

When no professional body can discipline a member for ignoring 
its ethical standards, those standards can no longer be considered 
binding. Assistant Attorney General Arnold bases his case largely 
on the claim that one group of physicians attempted to prevent 
another qualified group from following their calling for a livelihood. 
The other half of his plea is that laymen—members of group health 
were unlawfully prevented from exercising a free 





organizations 
choice of physician. 

By this piece of legal reasoning, the Attorney General com- 
mitted that form of indiscretion colloquially known as “putting 
one’s foot into it.” In doing so he stepped squarely onto a political 
sore toe—the coercive tactics of union labor. 

It is clear to any innocent lay mind that at no time has any 
medical society attempted to boycott or bar a group health doctor 
from continuing to practice his profession. The most they had 
done was to suspend one physician from membership and possibly 
to threaten similar disciplinary action in a few other instances. 

On the other hand, some labor unions make no apologies for using 
every form of persuasion, including pick handles and sling shots, 
to keep any member or non-member from working for an “unfair” 
employer. By their code “scabs” have no right to work at any job 
a union man would accept. And free choice of the employer to hire 
anyone he chooses is seldom conceded where unions have the upper 
hand. 
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GANGWAY, DOCTORS! 


The people’s health, including the 

care and cure of disease and in- 

jury, is fundamentally a_ social or 

state obligation. 

—Assemblyman Wagner of New 
York, son of the Senator 
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None of the expert sophists in Washington was able to explain 
away this very palpable paradox. What with an election on the way 
and some of the labor boys getting restless, the high strategists 
were alarmed. But the damage was done. Mr. Arnold played 
consistent. He started prosecuting some of the unions under the 
Sherman Anti-trust law. 

Whether or not he realized the political dynamite in his legal 
logic, the die is cast. 

In the words of Henry Mencken: 

“Tf the Hon. Mr. Arnold goes up to the Supreme Court with 
his theory (on the A.M.A, case), and convinces four judges and 
Hugo Black, there will be merry hell to pay all along the line, 
and he’ll be lucky if he is not sent back to Yale C.0.D.” 

All this ado over Group Health was, of course, only an accom- 
paniment to the drive to enact the National Health Program into 
law. When it was submitted to Congress, Administration leaders 
called on that reliable wheel horse of social uplift, Sen. Robert 
Wagner of New York, to carry the ball. After many conferences a 
bill was submitted under his name. 

Responsible representatives of the one organization that embraces 
all groups and sections in the profession tried to break through 
the palace guard and have some hand in drafting the bill, but 
they were repulsed. Nevertheless, the sponsors were shrewd enough 
to realize that the full program of the Interdepartmental Com- 
mittee would never be acceptable. So they dropped the compulsory 
health insurance feature and fell back on the familiar tactic of 
a bill for grants-in-aid to the states, with the usual federal strings 
attached and a progressively increasing cost. 

USING DEFICIENCY AS A PATTERN 


This grants-in-aid bait has been the most vicious feature of 
Social Security and other major legislation that within a few years 
has effected a transformation in our form of government. It is a 
bribe to the states to surrender their rights to the central Govern- 
ment. It encourages unnecessary state spending in the effort to 
obtain a share of federal funds. It makes the deficiencies of one 
state a pattern for all. 

Massachusetts, for example, may have excellent health promo- 
tion facilities and another state be very deficient in this respect. A 
bill is drawn with the needs of the defificient state in mind, but 
Massachusetts, knowing that it must help pay the cost for all, 
obtains its own share whether there is a need or not. It is senseless 
for a rich state like Massachusetts or New York to go begging to 
Washington and get a million for health or relief or municipal 
power plants, when it must pay into the same fund for the nation 
$2,000,000. If Mississippi or North Dakota must have help from 
the national Government let it be granted without making their 
needs a common denominator for the 48 states. The only plausible 
explanation for the present procedure is that it enables political 
leaders to gain more federal control over the rich and potentially 
independent states as well as over the poorer and dependent states. 

Senator Wagner offered repeated assurances that there would 
be no compulsion in his bill. Each state, he declared, would be free 
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OTHER WORLDS TO CONQUER 


Latest innovation of the federal 
Government is a “socialized-medi- 
cine” program for beasts of the 
field. 

This action came as a result of 
a survey charging that a large sec- 
tion of New York State’s animal 
population is suffering from ‘“inade- 
quate care.” Nearly as many 
grouse, pheasant, quail, and deer 
die each year from disease, Super- 
intendent of Game Gardiner Bump 
was informed, as are killed by 
huntsmen. And it is obvious, con- 
servationists added, that none of 
these victims can provide themselves 
with needed attention. 

To right this wrong, the federal 
Government has granted the state 
three quarters of the cost of a 
$40,000 “clinic’ for wild life. It 
will include ‘‘wards” for the living, 
and a morgue for the dead. 

Medical Economics 
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to set up a plan of its own choosing. “States are free to establish 
compulsory health insurance if they choose to do so.” The federal 
Government would not dictate to them. But he failed to add that 
the federal Government would compel the states to pay their share 
of the taxes for it. The benefits are not compulsory but the taxes are. 


Those who had followed the Senator’s career remembered that 
he had made the same assurances about Social Security. And he 
had asserted that his National Labor Relations Act had no trace of 
coercion. 

“It does not even favor unionization,” he solemnly told his 
fellow senators. 

“EXPERTS” ARE CALLED IN 

Extensive hearings were held by a subcommittee of the Senate 
Committee on Education and Labor. Such authorities on the science 
of medicine as the representatives of the American Youth Congress, 
the United Federal Workers, the National Women’s Trade Union 
League, National Farmers Union, United Mine Workers and the 
National Negro Congress testified. Physicians who appeared in 
opposition were cross-examined as if in court of law. In at least one 
instance Senator Wagner sought unsuccessfully to impeach and 
discredit an honored member of the profession and a former presi- 
dent of the A.M.A. 

Gradually the 85 or 90 per cent of the profession who have stood 
against socialization began to make their influence felt. When the 
Wagner Bill went over to the second session of the 76th Congress, 
the President himself began to doubt that even if it were passed it 
could be made to work. The word went out that he had abandoned 
it for the present in favor of a new bill, also by the indefatigable 
Wagner, proposing the appropriation of $10,000,000 for federal 
hospitals, without matching appropriations by the states. That 
measure is now pending in the Senate. 

All the tear-starting pathos and whoopla that go with this bit 
of spending seem disproportionate to the amount involved. But the 
threat is not to be minimized. It is nothing but direct federal 
competition with a host of struggling religious, fraternal and other 
voluntary bodies now operating hospitals normally with perhaps 
one-third of their beds empty. The proposal is for federal con- 
struction and equipment of the hospitals, after which the local 
communities must take over and run them. 

This construction of elaborate hospitals in small towns would 
have the effect of saddling communities with burdens that many 
of them could not carry. It is analogous to some good angel pro- 
viding a $25 a week clerk with a 12-room mansion and estate—on 
the condition that he keep it up. The outcome in many instances 
probably would be that the Government would find it necessary to 
take over the hospitals and run them, when local authorities fell 
down. In a few years we would see federal general hospitals and 
medical centers scattered over the country. Before the people 
realized the sinister direction of this sort of benevolence they would 
have the reality of centralized political medicine under orders from 
Washington. 

This means that the temporary sidetracking of the health insur- 
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“PROVING” INADEQUACY 
SENATOR MURRAY: You men- 
tioned the inadequacy of the states 
to take care of this problem. I sup- 
pose you are familiar with the con- 
ditions that developed in the “dust 
bowl” areas of the country, which 
rendered thousands of families desti- 
tute? 

MR. O’NEAL (President of Amer- 
ican Farm Bureau Federation): 
Yes, sir. 

SENATOR MURRAY: Is it not a 
fact that, in many of those areas, 
the medical profession withdrew and 
left them stranded entirely? 

MR. O’NEAL: Yes, sir. That is 
true to a lesser degree in many 
areas of the United States. The 
country doctor is a thing of the 
past. 

—From the Senate Hearings on 
the Wagner Health Bill 


SOMETHING FOR NOTHING 
DR, HEYD (Charles Gordon Heyd, 
Columbia University): In the vet- 
eran’s hospitals I have heard that 
it takes 29 days to take out tonsils 
and discharge the patient. In civil- 
ian hospitals it takes three or four 
days. 

SENATOR ELLENDER: And you 
attribute that condition to the fact 
that in one instance they must pay 
and in the other they mustn’t? 

DR. HEYD: The psychology of 
getting something for nothing. 

SENATOR ELLENDER: I know, 
but isn’t the doctor whe permits 
patients to do that largely to blame? 

DR. HEYD: Don’t forget the doc- 
tors in the veterans’ hospitals are 
Government employees. 

—From the Senate hearings on the 

Wagner Health Rill 
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ance bid for a hospital building program is not to be construed as 
a culmination of the battle. -It is merely a sign that some shift of 
strategy impends. The vast plans of the Interdepartmental Com- 
mittee have not been relinquished. 

Best sign that political medicine in America is not dead is the 
evidence that is is a cherished hope of President Roosevelt. 

“NEW ORDER” ON THE WAY 

Back in 1937 the late Senator J. Hamilton Lewis of Illinois 
appeared on short notice at the annual convention of the A.M.A, in 
Atlantic City and delivered before its House of Delegates a most 
remarkable speech. He announced that he had just come from a 
conference with the President and that he had to deliver “a message 
coming direct with his authority.” 

The Senator went on to tell the doctors that a new order was in 
the making and he was trying to prepare them for it. 

“The question for you is not whether you like it or whether you 
don’t... All your past has been that of the doctor and his patient 
and that won’t do. We know nothing about a patient, don’t recog- 
nize his existence; it is your creation.” 

Suiting the action to the word, Senator Lewis went back to 
Washington and introduced a joint resolution to make every physi- 
cian and surgeon a civil officer of the United States, empowered and 
required to render medical or surgical aid or to order hospitaliza- 
tion for any impoverished individual. For such services, bills were 
to be submitted to the Social Security Board for payment. 

There are those who insist that Senator Lewis proposed in a forth- 
right if impolitic way to carry out what is in the back of the 
Administration’s mind and what the Interdepartmental Committee 
would have asked for had they felt there was a chance of getting it. 

This brief review doesn’t begin to catalog the growth of govern- 
ment paternalism in the realm of health. It says nothing of the 
future use of a great chain of veterans’ hospitals when the veterans 
need them no longer. It takes no account of the medical functions 
of the Children’s Bureau in the Department of Labor, W.P.A. and 
others. In fact, there is scarcely a branch of the federal Govern- 
ment without some function that touches the prevention or treat- 
ment of disease. ‘Total annual cost of these activities runs from 
$125,000,000 to $150,000,000. Half of the doctors in the City of 
Washington are federal employees. 

The most ambitious of all is the Farm Security Administration’s 
health interest. F.C.A. lends money to farmers for meeting the 
cost of sickness. Agents are sent into rural counties to promote 
the demand for this sort of aid. Various plans have been tried 
but most of them leave the situation just about where it was before 
—that is, the doctors themselves continue to carry a large share of 
the financial load in treatment of the really indigent farm folk. 

Inspired by Washington, the states have enacted a wave a pater- 
nalistic legislation. The bill by a Vassar-professor assemblyman 
in New York requiring the state to pay $75 a head for every child 
to be born did not pass but it may come up again. 

The most dangerous threat in the states is a model compulsory 
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THE FAMILIAR NON SEQUITUR 
TECHNIQUE 

SENATOR WAGNER: Doctor, you 
just said that when people get some- 
thing for nothing there is the psy- 
chology that keeps a man in the 
hospital longer than he should? 

DR. HEYD: Yes. 

SENATOR WAGNER: Do I 
understand you to mean by that 
that people who are poor and help- 
less and sick and want to get well 
ought not to receive any care be- 
cause they can’t afford to pay for it? 
—From the Senate hearings on the 

Wagner Health Bill 


THEY ASKED FOR IT 

SENATOR MURRAY: Is it not true 
that frequently people are taken to 
a hospital and won’t be given ad- 
mission unless the costs are guar- 
anteed in advance? Friends have 
to hustle around the city to secure 
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health insurance bill drawn by the American Association for Social 
Security and already introduced in the New York legislature. 

All these activities demonstrate that an effort is being made to 
change radically the free system of caring for the sick, as we have 
always known it. The broad purpose is nothing less than the shift- 
ing of responsibility from its three-fold traditional base—the in- 
dividual, the medical professon and the local community—to the 
federal Government and the states. 

Before that change is effected, Americans want to know what 
they would gain by it and what they would lose. The burden of 
proof is on the proponents of political medicine. With all its 
high-powered direction, their propaganda strategy has been rather 
transparent. 

Ths strategy consists first in picturing how deplorable conditions 
are. Every survey is made to look as dark as possible by empha- 
sizing all the bad factors and ignoring or minimizing the good. 
Second stage is the establishment of some collectivist remedy. 
Third is to build up a statistical impression of improvement in the 
condition, making it look as good as possible. Fourth is the con- 
clusion that the third necessarily followed from the second. 

We are still enduring the first and second stages in this process. 
A stranger listening to all the clamor would imagine that people 
are dying in the streets and fields of capitalist America, as some of 
those amiable Bolshevik publicists continue to say in their state 
controlled press. What are the facts? 


WHAT PRIVATE MEDICINE IIAS DONE 


One fact is that health has never before been so good in the his- 
tory of the nation as it is right now. The average expectancy of 
life is the highest ever enjoyed by any great people since the fabled 
Bethuselah. Between 1900 and 1937 it has been lengthened by 12 
years. The death rate has fallen in 100 years from 27 to a low point 
of 11.2, and compares favorably with any of the large nations of 
the world. The ravages of tuberculosis, typhoid, diphtheria, pneu- 
monia and a number of other dread afflictions are decreasing. In- 
fant and maternal mortality rates are lower than ever before. 

Another undeniable fact is that this steady improvement contin- 
ued right through the economic depression without faltering. Dur- 
ing the five years that followed 1929 there was no interruption in 
the evolution of life saving. Rather there was, in many respects, an 
acceleration. If there is any disease that has a direct correlation 
with economic status it is tuberculosis. But for every one of those 
five leanest years tuberculosis showed an annual reduction of 
approximately six per cent in mortality under the preceding year. 
In spite of all the inspired croaking to the contrary, the best 
medical authorities are agreed that malnutrition has not increased. 

Dr. Haven Emerson, well known public health authority, said in 
1935: 

The American child, boy or girl, before and during the school 
period is as tall, as heavy, as active and fit at each age as was the 

Case prior to 1929. In many. studies the children of the unem- 
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promises or pledges to take care of 
the case before it will be accepted. 
DR. JOHNSON (Former President 
North Carolina State Medical So- 
ciety): That may be true in a few 
strictly private hospitals. 
SENATOR MURRAY: You know 
of a great many instances of that 
kind, do you not? You have heard 
of a great many instances where an 
operation was going to cost $250 
and the people are absolutely poverty 
stricken and have no means, and 
they have to get somebody to come 
in and agree to pay that money if 
they are going to be taken care of? 
DR. JOHNSON: In 30 years of 
practice I have not known of one 
single instance like that to happen 
in my observation. 
—From the Senate Hearings on the 
Wagner Health Bill 


A. M. A, EXPERIMENTS 

During the period 1932 to 1938, be- 
tween 200 and 300 county societies 
entered into contracts with relief 
authorities to provide medical serv- 
ice for the indigent. These were 
organized to include such _ protec- 
tion to the interests of the patients 
and the public as free choice of 
physician and economical adminis- 
tration of the always _ insufficient 
funds. A number of county so- 
cieties which have also experimented 
with medical service bureaus are 
still in operation and have been help- 
ful to many persons in this class in 
enabling them to meet the costs of 
needed medical care, All these plans 
and all those which are now in 
operation are considered frankly as 
experiments to be expanded, re- 
stricted, altered or abolished as they 
prove their value in protecting the 
health of those served. If they are 
not found desirable they may be 
abandoned. The medical society 
stands the loss in time and money 
expended, but no political, financial 
or occupational vested interests are 
created and left behind to hamper 
further experiments, 

—Journal of the American Medical 

Association 


MORE TO COME 

Some time ago Mr. Roosevelt with- 
held approval of the Wagner Health 
Bill because it was “too costly.” 
Real reason was probably the diffi- 
culty of raising the money—irre- 
spective of the sum involved. Thus, 
the hospital act is a stopgap. Or, 
as Senator Wagner so eloquently 
declares, “It is the first step in the 
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ployed or otherwise temporarily dependent were better off as to 

growth and nutrition than previously. 

As to facilities for fighting death and disability, we have in the 
United States 19,000 more physicians than the combined number 
in Great Britain, Germany (including Austria), France, Denmark, 
Poland, Sweden, Norway, Switzerland, Belgium and Holland, al- 
though the combined population of those 11 countries exceeds the 
population of the United States by 90,000,000. 

HOSPITALS READY AND WAITING 

We have, on the average, nearly 200,000 unoccupied hospital 
beds in this country—about 32 per cent of the total. It is esti- 
mated that all but two per cent of the population is within an 
hour’s drive of a general hospital. In the face of this condition, 
the National Health Program contemplates the construction of 
new hospitals with a capacity of 180,000 beds. This takes no 
account of 27 special bills now before Congress proposing the 
building of additional veterans’ hospitals or for expansion of exist- 
ing facilities. 

The Interdepartmental Committee has based its case for more and 
bigger federal appropriations and federal control in large part on 
questionable statistics from the U. S. Public Health-W.P.A. survey 
purporting to show greater incidence and longer duration of sick- 
ness among relief workers and indigents than for the rest of the 
population. But, to the extent that these statistics are reliable, 
there is an obvious explanation of most of the difference. 

W.P.A. workers and other indigents obtain most of their med- 
ical care free. Isn’t it reasonable to conclude that those who are 
receiving free medical service through public relief agencies will 
report more illness and stay abed longer by reason of it than those 
who pay for this service and whose income stops when they do 
not work? 

The truth seems to be that it is easier to get medical service 
than food or shelter or any other commodity or service. 

No realist contends that all is well in the world, or that there is 
not reason to strive on for improvement in medicine. That atti- 
tude is particularly foreign to doctors, who are men of science and 
only rarely politicians. 

NO ONE IS TURNED AWAY 

A study of medical economics literature covering the past ten 
years will show that all spokesmen for the profession have stood 
unqualified for the treatment of every one who suffers whether 
or not he can pay for it. They go even beyond that and insist that 
there shal] be only one quality of service for all who are treated: 
The best of which they are capable, always. 

But the doctors want to conserve certain values that they say 
experience has demonstrated. These values are: 


1. The doctor-patient personal relationship. 
. Free choice of physician by patient. 





2 
3. Medical relief under control of doctors and not politicians. 
4, Quality before quantity. 
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development of a rounded national- 
health program.” 

That the President also regards it 
as “a first step’ and no more is evi- 
dent in his statement to Congress in 
which he referred to the Govern- 
ment’s study of health legislation 
and significantly expressed the “hope 
that such study will be continued 
actively during the present session, 
looking toward constructive action 
at the next.” 

—Medical Economics 
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An overwhelming majority of the profession holds to these points 
as criteria by which to judge health programs written by sociol- 
ogists. 

They know that the doctor deals with mind as well as matter, 
which means that the family doctor who knows his patient’s tem- 
perament from repeated association with him can sometimes 
accomplish results that in the impersonal environment of socialized 
medicine would be impossible. 

They prefer to work for the patient directly. That’s why they 
oppose most forms of insurance in which indemnification is made 
in service rather than cash. They want to feel that the patient is 
the boss. They distrust the introduction of middlemen into med- 
ical service. They believe in free competition among doctors for 
patients. They question any system under which the sick have 
nothing to say about who shall treat them. 

Many of the current proposals would provide more examina- 
tions, more prescriptions, more hospital admissions. But that sort 
of quantity, say the doctors, is of doubtful efficacy. They are 
highly skeptical of the social worker’s fanatic faith in mass medi- 
cine and what it would mean to their science when applied by 
political minds thinking in terms of votes rather than of restoring 
human bodies. 

The most profligate waste in the whole spending program comes 
from its discouragement and destruction of the fine impulse of 
Americans to help their neighbors in adversity. Governmental 
services paid for by the taxpayers are being substituted almost 
entirely for philanthropy. 

30 PER CENT DON’T PAY 

Doctors have seen it at work more than most of us have. Dr. 
S. 8S. Goldwater, superintendent of hospitals in New York City, 
says that in ten years the nation’s hospital capacity was increased 
by some 300,000 beds, largely through voluntary effort. In the 
past, according to the same authority, approximately 50 per cent 
of the people in New York City have been receiving their hospital 
care and most of their medical care at the taxpayers’ expense. The 
present tendency is for this proportion to become 60 to 70 per cent. 

“With federal aid, it is likely to be 80 per cent.” 

Doctors know the importance of conserving voluntary aid to the 
poor, because they do so much of it themselves. The A.M.A. esti- 
mates that 30 per cent of medical services in hospitals is given 
gratis by the physicians and surgeons. Fully ten to 15 per cent of 
the people receive free care in their homes or in doctors’ offices. 
The contribution of the profession is conservatively estimated at 
$1,000,000 a day. 

Another tragic waste is malingering. The social parasite doesn’t 
thrive on voluntary aid, but governmental care is pie for him. And 
every dollar spent to coddle these “dead-head” citizens must be 
subtracted from the aid that otherwise could be given to those who 
are worthy of it. 

A conscientious check by the American Medical Association 
reveals large discrepancies between the heated claims of widespread 
neglect of the medically needy and the actual situation. The state 
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FROM DOCTORS TO POLICEMEN 
We are compelled to tell you doc- 
tors that we have got to treat you 
as officers of the federal Govern- 
ment, and turn you into being such, 
and ask you to consider yourselves 
as federal officials taking care of the 
citizens. 

—Senator James Hamilton Lewis 
before the A.M.A. Atlantic City 
convention as the personal repre- 
sentative of President Roosevelt 
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medical society of New Jersey advertised in newspapers asking for 
information concerning people who had been unable to obtain 
needed medical attention and offered free treatment to all such. 
The ads brought only 127 responses from the whole state. Investi- 
gators found in every instance that these persons were merely unin- 
formed as to where to go for aid. It was readily available to them. 

And yet the National Health Conference spread the story that 
40,000,000 people languish in chronic disability because they can’t 
pay for attention ! 

To those who have had experience with the muddling of govern- 
ment, the demand for more of it in medicine in the name of effi- 
ciency has an ironically humorous note. What city has not had 
scandals in its health department? State and county health de- 
partments are little better. It is said that Texas has had 22 state 
health officers in 23 years. Health department officials may be 
appointed for their merits but are often selected for political 
“availability.” 

In New York recently a dying man was turned away from a city 
hospital by a receiving nurse because he was not accompanied by a 
policeman! And the sick man happened to be an employee of the 
very hospital where he applied for emergency treatment. 

How dubious then the prospect of turning over all care of the 
sick to government. 


GOVERN MEN'S REAL HEALTH JOB 


Public health is the prevention of disease; practicing medicine 
out on the firing line is the treatment of disease. The twain are 
vastly different, although some of the subcommittee that consid- 
ered the Wagner Bill, and Senator Wagner himself, seem not to be 
clear on that point. 

Everyone admits that public health is a function of government. 
There is even an area in which local government must assume part 
of the responsibility for medical care to the indigent sick. 

This is a long way from the social worker’s dream as embodied 
in Senator Lewis’ bill and its more practical but far more danger- 
ous expression in the National Health Program. That dream runs 
head-on into the professional judgment of 85 to 90 per cent of the 
nation’s doctors, according to a reliable poll. The conflict is not 
less irreconcilable with the quiet but firm policy of the American 
Dental Association : 

To oppose to the full extent of its resources every project to 
provide dental care for the public that is not in the interest of 
all the people. 

Germany, the pioneer, is still the best example of political medi- 
cine. A picture of social insurance in that country was given by 
Gustave Hartz, German labor economist, in 1935. 

During Germany’s economic crisis, the premium went up from 
three per cent to 614 per cent of insured employees’ wages. The 
whole scheme continued to grow and expand its organization until 
there was one administrative employee for every 200 insured and 
two of these bureaucrats for each doctor serving the insured. The 
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FREE BUT, OH, SO EXPENSIVE! 
When the President declares that a 
people cannot afford to build a hos- 
pital but can support and maintain 
it, he has been sadly misinformed. 
The annual cost of maintenance will 
equal the cost of production. In 
other words, if they can’t find 
$300,000 to build and refund in 20 
years, how can they raise $300,000 
per year to maintain the project? 
. . . Allen County in Indiana (Fort 
Wayne, the county seat) and Allen 
County in Ohio (Lima, the county 
seat) found it cheaper to pay pri- 
vate hospitals and doctor bills to 
private practitioners than to own 
and operate city and county hos- 
pitals. 

—Medical Economics 











ni 


Wo! 
doc 
of | 
tice 
Cir 
be | 
see 
tim 
7 
sha 
Par 
ena 
mo} 
Len 
wou 
nifi 
it j 
reca 
ical 
cert 
B 
cret 
whe 





— ss — tw oe 


SF enw Ooo eS 














CASE OF PRIVATE PRACTICE 


October, 1940 


number of insurance offices rose to 1,100, occupying the finest 
buildings in many cities and towns. 
SICKNESS BECOMES A BARGAIN 

But the worst side of the health insurance feature was its encour- 
agement of hypochondriaes, pretenders and spongers. Those who 
were paying for insurance and wanted to get their money’s worth 
consulted the doctors several times where once would have suf- 
ficed. At one time a comparison showed that four times as much 
was being spent for doctors’ fees and medicine for 35,000,000 in- 
sured as for 30,000,000 uninsured. The average length of sickness 
incapacity per year rose among insured workers from 5.5 to 28 
days. The average in the United States, according to the National 
Health survey, is 9.8 days for all persons not on relief and 16.3 
days for reliefers. 

These abuses became so flagrant that official account had to be 
taken of them. One group of 2,008 patients who were drawing 
sickness benefits was ordered to appear at an insurance office for 
a special examination. Of these, 816 did not appear but went 
back to work at once. Apparently they had enjoyed an immediate 
and complete recovery. Of the rest, 289 were pronounced well. 
More than half the total had been trying to take a rest at the 
public expense. 

The necessity for closer surveillance by the doctors tended to 
change the doctor-patient relationship into one more nearly: re- 
sembling that of detective and suspect. Many honest patients lost 
confidence in their doctors. 

In Great Britain the average Government doctor’s panel includes 
about 1,000 names, and that number of patients means, says the 
American Medical Association, that, in the busy season, the doctor 
would have to see in his office about 21 patients a day. But some 
doctors have up to 2,500 names, which would mean a maximum 
of about 50 visits a day. That is in addition to any private prac- 
tice the doctor may have, and to all his home calls. Under these 
circumstances is there any doubt that much medical service will 
be of the “lick and a promise” sort? The busy man who goes to 
see his doctor about a pain in the back had better allow plenty of 
time for waiting in his office. 

The threat of the National Health Program still hangs as a 
shadow on the land far more sinister than that in Surgeon-General 
Parran’s book of the same title. Only two things have barred its 
enactment. One is the terrific cost. In itself, of course, this is 
more of a recommendation than a drawback to the Borrow-Spend- 
Lend-Scatter school of statesmanship. But its initiation last year 
would have interfered with other favorite schemes for more mu- 
nificence to the people, and so the wasters couldn’t agree to give 
it immediate right of way. The other delaying factor is the 
recalcitrant private practitioners who constitute most of the med- 
ical profession. If they continue to stand steadfast they can 
certainly defeat it. 

Behind the Program are issues much bigger than the more con- 
crete questions we have been discussing here. One is the issue of 
whether a scientific question is to be decided by listening to those 
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CASE NO, 9238 
To socialize medicine is to remove 
the human touch, to suppress this 
individualizing of the doctor, it 
makes of the patient just a case, 
just as a sick horse is not a patient 
but a case. Let it be repeated 
here that the advance in medical 
requirements has been autonomous 
action by the medical profession, and 
not in response to public demand, 
—Dr. Arthur E. Hertzler in “The 
Horse and Buggy Doctor” 


WE STUDY THE RUSSIAN PLAN 
Shortly before the New York World’s 
Fair closed, several hundred Ameri- 
can doctors accepted an_ invitation 
to a discussion of Russian medicine 
at the Soviet Building. Among the 
first to arrive was a delegation from 
the U. S. Public Health Service. 


BRICK WALLS DO NOT A HOS- 
PITAL MAKE 

Recently Morrill, in analyzing hos- 
pitals built with federal funds in 
Michigan, showed that eight hos- 
pitals so built were unnecessary, 
showed that not one of the hospitals 
could function especially efficiently 
as a hospital, having no specialists, 
no laboratory, no X-rays and in 
many instances being close to large 
cities with magnificent hospital 
facilities. He showed, in addition, 
that not one of the communities in 
which the hospitals were put down 
could maintain those hospitals with- 
out something like $5 to $8 per capita 
annually as a tax ‘on the local com- 
munity for the maintenance of the 
hospital, something far beyond the 
ability of any small community in 
the state of Michigan to bear. 
—Journal of the American Medical 

Association 


LAWYERS NEXT 

Certainly the lawyers in the Depart- 
ment of Justice must be well aware 
that an analogous effort to invade 
and deprofessionalize their own pro- 
fession has been under way for 
years and that nearly all the decent 
lawyers in America have opposed it 
violently and gone into court time 
and again to prevent it. All the ob- 
jections that these decent lawyers 
have brought against the practice 
of law by corporations are valid 
against the practice of medicine by 
corporations. Both schemes, how- 
ever artfully they may be disguised, 
involve the organization of profes- 
sional men into gangs bossed by lay- 
men and the retailing of their serv- 
ices to all comers. Both are de- 
structive of their professional status. 
—H. L. Mencken in “America’s Fu- 

ture” 
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professional men who are learned in that science, or by an appeal 
to the emotion and the cupidity of the mob. We are told that this 
is the method of democracy. 

Social frauds like compulsory health insurance are insinuated 
under honeyed words about relieving the sufferings of helpless, 
poverty-stricken people. But an examination of the Wagner Health 
Bill reveals that the language does not limit its benefits to the in- 
digent or medically needy. It is drawn to apply to every person, 
whether needy or not. This is deliberate. It anticipates the estab- 
lishment of universal State medical service for everybody. That 
is socialism as unadulterated as if it came from the sanctified pen 
of Karl Marx himself. 

Unless Americans want to sign up for all time they should reso- 
lutely resist taking any more of these first steps toward regimenta- 
tion. Once a social insurance scheme is started, there is seldom 
any turning back. When people have paid into such funds for 
years they have an interest that persists. No mere change of 
administration can correct the evil. The German social insurance 
system, heavy liability that it has proved to be, has survived two 
revolutions. From empire to republic to Nazi state, none has been 
able to get rid of it. 

The Health Program is part of the broad effort to sell Americans 
a planned economy. It is not essentially different from that con- 
ceived by Lenin and Stalin in the Russian Five-Year Plans. The 
Parran-Roche-Wagner scheme is more far-seeing; it is to run ten 
vears. The authors have tackled the “godlike bookkeeping of 
human destiny that balances results against costs.” If they can 
show a string of hospitals and rows of well selected survey statistics 
they will count the cost in debt and lost liberties of free men 
as pebbles in the balances. 


In 1934 there were in the United States only a few 
above 5,000 cases of smallpox. Since then there has 
been a rapid increase. In 1937 there were 11,673; in 
1938 almost 15,000. 


~ 
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BIRDS OF A FEATHER 

We propose adequate medical care 
of the sick and injured as a sociai 
function, right and duty, and not 
as a private or public charity. This 
to be financed by taxation, similar 
to the public educational system or 
governmental functions, and to be 
democratically administered. 
—From the Socialist Party Platform 

of 1986 


Social insurance in all forms (sick- 
ness, old age, unemployment, etc.) 
at State expense, and at the expense 
of the owners of private enterprises 
(where they still exist). 

—Digest of Section D from the Pro- 
gram of the Communist Interna- 
tional 


GOVERNMENT MEDICINE AT 
WORK 
I visited the State of New Mexico. 
I went to Hot Springs. I saw a hos- 
pital that cost $2,500,000 accom- 
modating 90 crippled children, built 
out of Government money, Yet there 
was not a single orthopedic surgeon 
in the State of New Mexico to take 
care of those crippled children. So 
they import an orthopedic surgeon 
two mornings a week from El Paso, 
Tex., on a salary larger than that 
paid to the Governor of New Mexico 
in order to take care of 90 children 
in a hospital in a town of three or 
four hundred people in the State of 
New Mexico. That is Government 
medicine. 
—Dr. Morris Fishbein, Editor, Jour- 
nal of the American Medical Asso- 
ciation 


Society Proceedings 


Sept. 24, 1940—Macoupin County Medical Society— 


These figures indicate that, with the exception of 7 o’clock, Evangelical Hall, Carlinville, IMinois—Dr. J. 


India, smallpox is more prevalent in the United States 
than in any of the nations of the world. “In 1936 
(last available world-wide figures), according to reports 


E. Shaefer—“Lesions of the Mouth.” 
Sept. 25, 1940—Jefferson-Hamilton County Medical 





of the Health Organization of the League of Nations, 
England and Wales, with a population of 40,839,000, re- 
ported only 12 cases; France, with 41,906,000 popula- 
tion, reported 273 cases; and Germany, with a popula- 
tion of 67,346,000, reported no cases.” 

The high rate in the United States is due largely to 
the prevalence of the disease in the Great Plains and 
Pacific Northwest area. “In some of the states, notably 
North and South Dakota, Utah, Wyoming, Oregon, and 
Idaho, the case rate is among the highest reported any- 
where in the world.” 

Of the thirteen States having compulsory vaccination 
laws, only two are west of the Mississippi. 





Man has subjected animals to his use; but he has 
also subjected himself to many of their diseases— 
Hygeia. 


Society—6 :30 o’clock, Emerson Hotel, Mt. Vernon, III. 
—Dr. Millard F. Arbuckle—“Diagnosis & Treatment 
of Lung Abscess.” 


Sept. 27, 1940—Saline County Medical Society—8 
o'clock, Eldorado, Illinois—Dr. A. J. Fletcher—‘“Polio- 
myelitis.” 


Oct. 3, 1940—Vermilion County Medical Society— 
6:30 o’clock, Hotel Wolford, Danville, Illinois—Dr. E. 
S. Hamilton—“Organization of the Medical Profession 
for National Defense’—Symposium on “Diseases of the 
Biliary Tract.” 1—Diagnosis & Management of Acute 
Cholecystitis—Dr. Rollo K. Packard; 2—Diagnosis & 


Management of Chronic Cholecystitis & Cholelithiasis— 
Dr. Percy E. Hopkins; 3—Diagnosis & Management of 
Obstructive Jaundice—Dr. Charles H. Phifer. 
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Oct. 4, 1940—Madison County Medical Society—2 
o'clock, Collinsville, I!l—Dr. W. L. Brown—“Indica- 
tions & Applications of X-Ray and Radium Therapy in 
Gynecology.” 


Oct. 16, 1940—Winnebago County Medical Society— 
6:30 o'clock, Nelson Hotel, Rockford, Illinois—Pro- 
gram supplied by American College of Physicians. 


October 17, 1940—Stephenson County Medical So- 
ciety—6 :30 o’clock, Hotel Freeport, Freeport, Illinois— 
Dr. Chas. J. Drueck—‘“‘Cancer of the Rectum.” 


Oct. 24, 1940—Fulton County Medical Society—6 :30 
o’clock, Elks Club, Canton, Illinois—‘Heart”— 


Nov. 4, 1940—Vermilion County Medical Society— 
6:30 o’clock, Danville, Il1—Dr. Carl W. Apfelbach— 
“Autopsy Technique.” 


Nov. 7, 1940—Whiteside County Medical Society— 
6:30 o'clock, Lincoln Hotel, Sterling, Illinois—Dr. Clif- 
ford Barborka—“Management of Gall Bladder Disease.” 


Nov. 14, 1940—Fulton County Medical Society—6 :30 
o'clock, Canton Country Club, Canton, Illinois—Dr. 
Rollo K. Packard—‘“Carcinoma of the Colon.” 


Nov. 20, 1940—Coles Cumberland County Medical 
Society—Dinner meeting—‘Anatomic Considerations in 
Repair of Inguinal & Femoral Herniae”—Dr. Earl O. 
Latimer. 


Nov. 21, 1940—Stephenson County Medical Society— 
6:30 o'clock, Hotel Freeport, Freeport, Illinois—Dr. 
Leo K. Campbell—‘“Benefits and Dangers of Reducing.” 


Dec. 19, 1940—Stephenson County Medical Society— 
6:30 o’clock, Hotel Freeport, Freeport, Illinois—Dr. N. 
G. Alcock—“The Value of Urological Findings in the 
Diagnosis of Abdominal Tumors.” 

Dec. 19, 1940—Fulton County Medical Society—6 :30 
o’clock, Elks Club, Canton, Illinois—Differential Diag- 
nosis & Treatment of Acute Abdominal Lesions—Dr.— 

Jan. 16, 1941—Stephenson County Medical Society— 
6:30 o'clock, Hotel Freeport, Dr. James Graham— 
“Varicose Veins.” 





Marriages 





Ernest (. Aspury, New Baden, LIL, to Mrs. 
Josephine L. Asbury of O’Fallon recently. 

Joun Amos Contey, Wilmette, Ill., to Miss 
Marie Natalie Cashatt at High Point, N. C., in 
June. 

Lincotn Bruce Donatpson, Evanston, IL., 
to Miss Gertrude Hagar Galloway at Hubbard 
Woods, June 29. 

Watrer Lew1nnek, Mason City, IIl., to Miss 
Beryl Nelson of Antigo, Wis., August 12. 

Eugene A. Sutzivan, Amboy, Ill, to Miss 
Alice Florence Crandall of Des Plaines, June 29. 
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JosePH RarpEr, Mundelein, Ill., to Miss 
Beatrice Goldsmith of Chicago, August 22. 





Personals 





Dr. Frank Deneen, Bloomington, discussed 
“Management of Some Types of Nonsurgical 
Goiter” before the Madison County Medical 
Society in Edwardsville, September 6. 

The Pike-Calhoun County Medical Society 
was recently addressed at Barry by Drs. Andy 
Hall, Jr., on “Urinary Tract Infections;” Fred 
A. Kramer, “Vitamin Deficiencies and Their 
Relationship to the Gastrointestinal Tract,” and 
J. William Thompson, “Surgical Management of 
Gastrointestinal Malignancy.” All are.of St. 
Louis. 

Plans are under way to place a plaque in the 
new outpatient clinic building at Cook County 
Hospital in honor of the late Dr. Bernard 
Fantus, for whom the clinic building was named. 
Those who wish to contribute to this memorial 
should send their checks to the Bernard Fantus 
Memorial Fund, care of Elizabeth M. Adles, 
department of therapeutics, Cook County Hos- 
pital, 1825 West Harrison Street. The new out- 
patient clinics of the hospital group were dedi- 
cated, April 19, to the memory of Dr. Fantus, 
director of therapeutics at the hospital and crea- 
tor of the “blood bank” for quick transfusions. 

A dinner was held in Mason City recently, 
honoring Dr. Chauncey W. Cargill on his com- 
pletion of fifty years in the practice of medicine. 
The dinner was given under the auspices of the 
Mason City Rotary Club and the Mason County 
Medical Society. A medal was presented to Dr. 
Cargill by the Illinois State Medical Society. A 
similar honor marked the fiftieth anniversary in 
medical practice of Dr. Jasper M. Adams. Dr. 
Adams has practiced thirty-seven years in 
Canton. 

Dr. Seymour Fisher, recently medical director 
of the Soldiers’ and Sailors’ Children School 
Hospital, Normal, has been appointed superin- 
tendent of the division for handicapped children 
in the Illinois State Department of Public Wel- 
fare, Springfield. He succeeds Dr. Paul H. 
Harmon, now of Sayre, Pa., who resigned late 
in 1939. Dr. Sol Paul Ditkowsky, Chicago, was 
appointed pediatrician at the Normal institution 
to succeed Dr. Fisher. 
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Dr. Edward A. Oliver has been appointed 
professor and chairman of the department of 
dermatology and syphilology at Northwestern 
University Medical School. He succeeds Dr. 
Arthur W. Stillians, who was retired as of Sep- 
tember 1 with the title professor emeritus. Dr. 
Oliver has been associate clinical professor of 
dermatology at Rush Medical College since 1927 
and has been a member of the Rush faculty since 
1912. He graduated at Rush in 1909. Dr. 
Stillians graduated at the University of Illinois 
College of Medicine in 1899 and has been pro- 
fessor of dermatology and syphilology at North- 
western since 1919. 

The oftice of the Managing Editor of the 
ILtinois Meptcan JouRNAL is located in Room 
1416, 30 North Michigan Avenue, Chicago, Ili- 
nois, 

Dr. Clifford J. Barborka will address the 
Academy of Medicine in Des Moines, Iowa, in 
opening their post-graduate session September 
18. The title of his lecture will be “Food in 
Practice of Medicine.” 

Dr. Joseph E. Schaefer has been invited to 
give a paper on “Lesions of the Mouth” before 
a joint meeting of the Macoupin County Medical 
and Dental Societies on September 24th. 

Dr. William LL. Brown addressed the Bureau 
County Medical Society the evening of Septem- 
ber 10 on the subject, “Radium and Its Appli- 
cation in Modern Therapeutics.” 

Dr. William F. Schaare has been reappointed 
Department Surgeon of the Department of IIli- 
nois, United Spanish War Veterans by Com- 
mander John H., Dean of Normal, Illinois. 

Dr. B. C. Corbus, Jr., was invited to give a 
paper on “Sulfanilamide,” before the Macon 
County Medical Society in Decatur, Septem- 
ber 17. 

Dr. Max Cutler was invited to address the 
Coles-Cumberland County Medical Society at 
Mattoon on September 18, subject, “Roentgen or 
Radium Therapy.” 

Drs. Guy 8S. VanAlstyne and Gerald Krost 
gave a program on “Hypertrophic Pyloric Ste- 
nosis” before the Fulton County Medical Society 
at Canton on September 19. 

Dr. G. Henry Mundt spoke at the American 
Congress of Physical Therapy on September 5 
on “Newer Developments in Audiometry of 
Interest to the Otologist.” 

On Sept. 5 Dr. Charles M. Wilhelmj, Dean of 
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Chreighton U. Medical Department, and Director 
of the Department of Physiology, addressed the 
St. Clair County Medical Society in East St. 
Louis. Subject, “Physiological Aspects of 
Shock.” He illustrated the “cell percentage con- 
tent of centrifuged blood” as a diagnostic aid in 
determining the type of shock and the indicated 
treatment and prognosis. Professor Hugh Niel- 
son of St. Louis U. discussed the paper. 





News Notes 





—The elementary and high schools of the city 
of Virginia in Cass County have been closed for 
two weeks because five children in the community 
were ill with what was thought to be poliomye- 
litis according to the Chicago Tribune, Septem- 
ber 10. The report stated that the illness in 
three of the five children had been definitely 
diagnosed as infantile paralysis and that the 
other two were suspected cases. 

—The fall meeting of the Iowa and Illinois 
Central District Medical Association will be held 
at the Le Claire Hotel in Moline, September 18. 
The speakers will be Drs, Earl B. Ritchie, Daven- 
port, Iowa, who will present “A Short Résumé 
on Industrial Dermatoses,” and Percy 8. Pelouze, 
Philadelphia, “Gonococcal Infections and Sul- 
fonamide Compounds.” 

—The Chicago Heart Association, Inc., has just 
received from the Clara A. Abbott Trust a gift 
of $27,000 to be added to the Memorial Fund 
founded in memory of Morris Fishbein, Jr. The 
money is to be used either by itself or with other 
funds of the Society for the study and treatment 
of diseases of the heart and the circulation. A 
fellowship is to be established in some needy 
hospital or medical school in Chicago, which will 
be devoted primarily to the study of the cause 
and treatment of rheumatic fever. 

The Clara A. Abbott Trust has already 
donated some millions of dollars to the Univer- 
sity of Chicago, to Northwestern University and 
to the Evanston Hospital, since the purpose of 
the Clara A. Abbott Trust is to aid the care of 
the sick and the advancement of medical science. 

The Memorial Fund of the Chicago Heart 
Association now almost $40,000, was established 
in 1929 by Dr. and Mrs. Morris Fishbein at the 
time of the death of their son from rheumatic 
fever. The Fund is administered by a self-per- 
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petuating committee of five, including Drs. 
Robert B. Preble, N. C. Gilbert, James B. Her- 
rick, Walter W. Hamburger, and Morris Fish- 
bein. The officers of the Society include Dr. 
Sidney Strauss, President; Dr. G, K. Fenn, 
Secretary, and Mr. Joseph L. Valentine, Treas- 
urer. The Executive Director is Mrs. Ruth 
McEldowney. Applications for the Fellowship 
may be sent to the Chicago Heart Assn., 203 N. 
Wabash Ave., Chicago. 

—The Chicago Urological Society will hold its 
regular meeting on Thursday, October 17, in the 
Club Building Dining Room, 4th Floor, Palmer 
House, at 8 P. M. Dr. John Seudder of the 
Presbyterian Hospital, Columbia University, 
New York City, will deliver the twelfth Wil- 
liam T. Belfield Memorial Lecture. His address 
will be entitled, “Some Aspects of Surgical 
Shock.” 
Dr. Scudder at 6:30 P. M. in the Illinois Room 
of the Palmer House. The Clinical Meeting 


will be held at 9 o'clock in the morning at the 


There will be a dinner in honor of 


Cook County Hospital. 


—Chicago physicians will take an important 
part in the annual meeting of the American 
Academy of Ophthalmology and Otolaryngology, 
which is to be held in Cleveland, October 6-10, 
and in the first Pan American Congress of 
Ophthalmology, which immediately follows the 
academy meeting. 

Dr. Frank E. Brawley is president of the 
academy and will preside at scientific and social 
gatherings. On the program Dr. Noah Fabricant 
will present a paper on “The Significance of the 
pH of Nasal Secretions in Situ,” and Drs. Peter 
C. Kronfeld and Erwin E. Grossman, a joint 
paper on “The Relation of the Gonioscopic Find- 
ings to the Incidence of Secondary Glaucoma 
in Operative Aphakia.” Dr, Paul H. Holinger 
will show a motion picture entitled “Direct 
Laryngoscopic Studies of Carcinoma of the 
Larynx.” Films will also be shown by Drs. 
Joseph C. Beck and Oliver E. Van Alyea. 


Dr. Van Alyea is chairman of the scientific 
exhibit of the academy and among the exhibitors 
will be Dr. J. R. Lindsay, University of Chicago 
Clinics, and Dr. George Shambaugn with a group 
from Rush Medical College. 
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Among those who will give courses in the aca- 
demy’s program of instruction are: Drs. Georgi- 
ana D. Theobald, Frank J. Novak, Jr., Joseph C. 
Beck, A. H. Andrews, Jr., Harry 8S. Gradle, 
Thomas D. Allen, Samuel J. Meyer, Peter C. 
Kronfeld, Noah Fox, Samuel Peluse, John 
Harned, William H. Droegemueller, George Qui- 
bor, P. A. Halper, Francis Lederer, Louis G. 
Hoffman, George E. Shambaugh, Jr., and O. E. 
Van Alyea. 

Dr. Grable has been active in the organization 
of the Pan American Congress of Ophthal- 
mology. On this program Dr. Sanford H. 
Gifford will give a paper on “Results of Trans- 
plantation in Abducens Paralysis,’ and Drs. 
H. 8. Sugar and Peter Kronfeld will open dis- 
cussions. 


—To the Medical Alumni of the University of 
Illinois: You and your wife are invited to be 
the guests of the University of Illinois on 
Wednesday, October 16, 1940, to honor and wel- 
come to the Chicago Colleges three new deans. 
There will be an informal reception and an 
Open House from 8 to 11 p. m. on the Chicago 
Campus. Come and see the recent developments 
in the University on the west side. 

M. H. Streicher, *24, 

Secretary, Medical Alumni 

Association, 
1853 W. Polk Street, 
Chicago, Illinois 


—Medical Research conductors, library research, 
assistance with manuscripts, translations. 
Prompt, neat, accurate work by experienced, 
qualified women. Rates reasonable. Eleanor 
Senn, 537 W. Melrose, Chicago, IIl. 
—Anatomical and medical modeling, charts, 
drawings, illustrations and scientific moulage 
promptly and accurately as well as artistically 
done by skilled, accredited artist. Write Mou- 
lagist, ...., care ILLINOIS MeEpIcaL JOURNAL, 
6221 Kenmore Avenue. 


Deaths 


Abert ALLEN ABSHER, Sibley, III.; College of Physi- 
cians and Surgeous of Chicago, 1893; a Fellow A.M.A.; 
aged 71; died July 20, in the Brokaw Hospital, Normal, 
of a cerebral hemorrhage. 

Watter H. AtLen, Alta, Ill.; Barns Medical College, 
St. Louis, 1897; aged 79; died, August 16, in St. John’s 
Hospital, St. Louis, of carcinoma of the kidney. 





76 ILLINOIS MEDICAL JOURNAL 


Frank L. Bracuty, Sr, Moline, Ill; College of 
Physicians and Surgeons, Baltimore, 1881; aged 80; 
died, July 27, in the Lutheran Hospital of mesenteric 
thrombosis. 


Orro H. Crist, Danville, Ill.; Northwestern Uni- 
versity Medical School, Chicago, 1906; member of the 
Illinois State Medical Society; member of the Central 
Association of Obstetricians and Gynecologists; fellow 
of the American College of Surgeons; past president 
of the Wabash Valley Aesculapian Society; on the 
staffs of the Lakeview and St. Elizabeth’s hospitals; 
aged 61; died, August 7, of coronary thrombosis. 

Henry Levit Davis, Rockford, [ll.; St. Louis Uni- 
versity School of Medicine, 1906; member of the IIlinois 
State Medical Society; veteran of the Spanish-Amer- 
ican War; aged 61; died, August 6, in St. Anthony 
Hospital of performation of the esophagus and aorta 
due to a chicken bone which he swallowed. 

Jesse B, Davis, Chicago; American Medical College, 
St. Louis, 1883; aged 80; died, July 29, of arterio- 
sclerosis, 

Russet. Water GoreBeL, Oak Park, Ill.; University 
of Illinois College of Medicine, Chicago, 1925; mem- 
ber of the Illinois State Medical Society; aged 40; 
died, July 31, at his summer home near Wauconda of 
sclerosis of the liver. 

Mary Jeannette Kearstey, Chicago; Woman's 
Medical College, Chicago, 1888;.a Fellow A.M.A.; 


past president of the Aux Plaines branch of the Chi- 


cago Medical Society; formerly on the staff of the 


Women’s and Children’s Hospital; for many years on 
the staff of the West Suburban Hospital, Oak Park, 


Ill.; aged 73; died, July 7, of coronary thrombosis. 

Ivan Kine, Chicago; Chicago Medical School, 1928; 
Université de Genéve Faculté de Médecine, Switzerland, 
1932; member of the Illinois State Medical Society ; 
aged 44; died, July 30, in the Michael Reese Hospital 
of pyelonephrosis. 

Tuomas Irvinc Pacxarp, Lanark, Ill.; Rush Med- 
ical College, Chicago, 1895; member of the Illinois 
State Medical Society; for many years president of the 
school board; aged 75; died, July 4, of cerebral em- 
bolism, arteriosclerosis and hypertension. 

Spero M. SAtpas, Chicago; University of Illinois 
College of Medicine, Chicago, 1917; aged 55; died, 
May 2 of cerebral embolism and mitral insufficiency. 

Haro_p DouGLas SINGER, Chicago, editor-in-chief of 
the Archives of Neurology and Psychiatry since 1934, 
died on his ranch in New Mexico, August 28, follow- 


He was 65 years old. Dr. Singer 


ing a heat stroke. 
Following 


was born in London, England, Jan. 7, 1875. 
his studies in the Merchant Taylors’ School, he was 
educated in the University of London, St. Thomas’s 
Hospital and the Royal College of Physicians, receiv- 
ing the degrees of bachelor of medicine and doctor of 


medicine. He served as house physician in St. Thomas’s 
Hospital, London, 1898, and as assistant superintendent 
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of the Clinical Laboratory, 1899. Then he became 
resident in the National Hospital of London, 1900-1901, 
and assistant resident physician in St. Thomas’s Hos- 
pital from 1902 to 1904. When he arrived in the 
United States in 1904 he became associate professor of 
neurology in Creighton University School of Medicine, 
Omaha, from 1904 to 1906, then associate professor of 
psychiatry in the University of Nebraska College of 
Medicine, Omaha, 1906-1907. He served at the same 
time as assistant superintendent of the Norfolk (Neb.) 
State Hospital. In 1907 he came to Illinois as director 
of the Illinois State Psychopathic Institute, holding that 
position until 1920. He became state alienist in Illinois 
in 1917 and was at the same time special examiner 
for the Illinois Exemption Board, advisory consultant 
in neuropsychiatry to the Surgeon General of the 
U. S. Public Health Service and, from 1919 to 1922, 
advisory consultant for the U. S. Veterans Bureau. 
Since 1919 he had been professor of psychiatry at the 
University of Illinois College of Medicine. 


Dr. Singer was a Fellow of the Royal Society of 
Medicine and the Royal College of Physicians and a 
member of the American Neurological Association, the 
American Psychiatric Association and the American 
Psychopathological Association. At the time of his 
death he was president of the American Neurological 
Association and president-elect of the American Psychi- 
atric Association. 


Early in his career he began contributing to various 
publications in his special field. He was author of the 
section on mental diseases in Nelson’s Looseleaf Sys- 
tem of Medicine and of the section on psychoneuroses 
in Tice’s Looseleaf System of Medicine. He was dis- 
tinguished as an educator both of the medical profession 
and of the public. In 1934 he became president of the 
American Board of Psychiatry and Neurology and was 
exceedingly active in the work of that organization. He 
served also as an expert witness in many legal cases, 

For the American Medical Association he was ap- 
pointed in 1930 as chairman of the Committee to Study 
Problems in Mental Hygiene and Hospitals and was 
chairman of the Section on Nervous and Mental Dis- 
eases, 1934-1935. He became a member of the editorial 
board of the Archives of Neurology and Psychiatry in 
1930, succeeding Dr. Theodore Weisenburg as editor-in- 
chief in 1934, and he did significant work in the ad- 
vancement of that publication. He had also been attend- 
ing neuropsychiatrist at the Milwaukee Sanitarium since 
1923 and attending neurologist at the Augustana Hos- 
pital since 1931. Dr. Singer possessed a quiet manner 


and pleasing personality, a scientific point of view and 
an integrity that never yielded to selfish influences. 


Frank A, Srussierietp, Brighton, Ill.; Missouri 
Medical College,” St. Louis, 1882; physician at the 
Jacksonville (Ill.) State Hospital from 1902 to 1914 
and the Alton (Ill.) State Hospital from 1914 to 1916, 
when he was appointed managing officer of the Chester 
State Hospital, Menard, where he served until 1934; 
aged 84; died, July 27, at the Alton (IIl.) Memorial 
Hospital of cardiorenal disease. 











